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PREFACE 

THIS  book,  designed  for  the  use  of  medical  students  and  prac- 
titioners of  medicine,  is  the  outcome  of  several  years'  experience 
and  work  in  the  Venereal  and  Dermatological  Departments  of 
St.  George's  Hospital,  and  also  at  the  Seamen's  Hospital,  Green- 
wich. 

Except  where  otherwise  stated,  the  illustrations  are  all 
taken  from  cases  met  with  hi  one  or  other  of  these  institutions. 
The  water-colour  drawings  were  the  work  of  Miss  Mabel  Green,  and 
I  think  faithfully  portray  the  conditions  as  they  were.  Apart 
from  this,  however,  one  cannot  help  feeling,  on  reading  the  proofs 
through  again  for  the  last  time,  how  little  is  based  on  one's  own 
knowledge  and  experience,  and  how  much  is  borrowed,  consciously 
or  unconsciously,  from  others.  Where  possible,  I  have  acknow- 
ledged this  in  the  text ;  but  I  should  like  to  take  this  opportunity 
of  thanking  and  admitting  my  indebtedness  to,  in  the  first  place, 
my  teachers  at  the  St.  Louis  Hospital  in  Paris,  on  whose  excellent 
groundwork,  instilled  into  me  many  years  ago,  much  of  this  book 
is  based ;  to  my  senior,  Sir  Malcolm  Morris,  under  whom  I 
worked  at  the  Seamen's  Hospital,  Greenwich ;  to  Dr.  J.  M.  H. 
MacLeod,  of  Charing  Cross  Hospital,  from  whom  I  acquired  any 
small  knowledge  I  may  have  of  the  histology  of  skin  diseases. 
In  addition  he  has  been  of  very  great  assistance  to  me  hi  this 
present-  work,  not  only  with  regard  to  material,  but  to  a  far 
greater  extent  in  the  wording  and  arrangement  of  the  text, 
many  of  the  sentences  of  which  are  borrowed  from  him,  and  in 
other  instances  he  has  corrected  my  own  literary  efforts  and  thereby 
eliminated  many  defects. 

My  friend  and  colleague  Dr.  A.  J.  Jex-Blake  has  been  good 
enough  to  go  through  both  the  manuscript  and  the  proofs  for 
me,  and  thereby  give  me  the  benefit  of  his  very  great  experience 
in  medical  literature.  He  has  improved  the  English,  which,  I 
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frankly  admit,  was  in  many  instances  bad,  and  it  is  quite  im- 
possible for  me  adequately  to  express  my  gratitude  for  all  the 
trouble  he  has  taken. 

Finally,  I  am  indebted  to  the  publishers,  Messrs. 
H.  K..  Lewis  &  Co.  Ltd.,  for  their  careful  attention  to 
the  detail  and  general  management  of  the  work. 

WILFRID   S.   FOX. 
63,  GROSVENOR  STREET,  W. 
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f  :      SYPHILIS 

AND  ITS  TREATMENT 

CHAPTER    I 
HISTORICAL  AND   GENERAL 

SYPHILIS 
Syn.  :    Lues  venerea 

Definition. — A  chronic  contagious  disease,  congenital  or  acquired, 
characterised  by  lesions  which  may  affect  every  tissue  of  the 
human  body,  and  due  to  the  Spirochseta  pallida  of  Schaudinn 
and  Hoffmann,  more  correctly  named  the  Treponema  pallidum. 
History. — The  historical  evidence  of  the  presence  of  syphilis 
in  the  world  before  the  end  of  the  fifteenth  century  is  indefinite 
and  difficult  to  gauge  in  value.  We  do  know  that  between  1490 
and  1500,  there  were  very  serious  epidemics  of  a  disease  which 
was  certainly  syphilis,  in  nearly  all  the  Mediterranean  ports, 
especially  in  Naples.  As  this  was  shortly  after  the  discovery  of 
America,  it  has  been  customary  to  attribute  the  outbreak  to  the 
return  of  Columbus  and  his  companions,  who  were  supposed  to 
have  contracted  the  disease  in  the  region  which  is  now  known  as 
Mexico.  The  outbreak  in  the  Mediterranean  area  was  certainly 
very  virulent  compared  with  syphilis  as  it  is  usually  seen,  and 
as  this  increased  virulence  always  occurs  where  the  disease  is 
introduced  into  a  fresh  community,  the  advocates  of  the 
American  origin  claim  this  as  additional  evidence ;  but  it  seems 
probable  that  this  outbreak  was  simply  one  of  a  series,  perhaps 
more  extensive  than  the  others,  and  in  consequence  attracting 
more  attention. 

There   is   a   certain   amount    of   evidence   in  literature  that 
syphilis  existed  before  the  Middle  Ages,  but  it  must  be  confessed 
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that,  owing  to  the  want  of  knowledge  of  the  writers  and  general 
looseness  of  terms,  and  also  to  the  innumerable  ways  in  which 
the  disease  manifests  itself,  it  is  easy  to  pick  out  sentences  and 
passages  in  the  writings  of  the  old  authors  and  say,  this  points 
to  syphilis  having  existed  at  that  time.  Hard,  clear  facts  are 
certainly  wanting  ;  but  it  must  be  remembered  that  the  same  is 
true  of  many  diseases  which  we  know  now,  and  which  certainly 
existed  then. 

Lancereaux  in  1868,  and  later  Marshall,  have  very  carefully 
collected  the  evidence  of  the  early  existence  of  syphilis  from  the 
various  writers  of  antiquity,  which  may  be  thus  summarised  : 

(a)  There  are  various  passages  in  the  Old  Testament  which 
could  be  construed  as  referring  to  syphilis,  such  as  the  Plague 
of  Baal-peor,  in  which  twenty-four  thousand  perished,  and 
which  appears  to  have  been  a  disease  contracted  by  sexual 
intercourse,  from  the  Midianitish  women  (vide  Book  of  Numbers 
xxv.  8  ;  also  Psalm  cvi.  28-30,  and  Deut.  iv.  3).  The  Book  of 
Joshua  xxii.  17  is  of  interest,  as  it  appears  that  the  disease 
contracted  on  the  occasion  referred  to  above  still  existed 
amongst  the  Hebrews.  The  method  of  treatment  seems  to 
have  been  heroic,  as  is  seen  in  Num.  xxxi.  17,  which  relates  that 
every  male  and  female  who  had  been  known  to  have  consorted 
together  were  taken  out  and  slain,  and  the  executioners  had  to 
purify  themselves  subsequently.  Leviticus  xiii.  tells  how  to 
distinguish  leprosy  from  another  plague  which  is  supposed  to 
have  been  syphilis.  The  diagnosis  was  left  to  the  priests,  who 
apparently  pursued  an  expectant  treatment,  shutting  the  patient 
up  for  seven  days,  examining  him,  and  if  necessary  repeating  the 
process.  As  we  know  at  the  present  day,  the  diagnosis  between 
leprosy  and  syphilis  is  not  always  easy.  Some  years  ago  I  saw 
a  case  of  tertiary  syphilis  at  Aachen,  which  was  under  the  care 
of  Dr.  Feibes,  which  was  diagnosed  and  treated  as  leprosy  for 
several  years  previously  in  S.  Africa ;  also  many  syphilitic 
bones  have  been  found  in  the  cemeteries  of  the  lepers,  showing 
that  the  two  diseases  were  often  confused. 

(&)  The  oldest  writings  on  the  subject  are  amongst  the 
Chinese.  Dabry  recounts  that  in  2367  B.C.  the  Emperor 
Hoang-ti  collected  all  the  existing  medical  writings.  According 
to  him,  the  Chinese  then  differentiated  between  syphilis  and 
gonorrhoea,  recognised  the  hereditary  transmission  of  syphilis, 
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and  treated  the  disease  by  inunction  of  mercury.  It  is  only  fair, 
however,  to  state  that  since  Dabry's  writing,  Japanese  authors 
have  looked  over  the  same  records  and  do  not  agree  with  his 
conclusions ;  in  fact  it  is  generally  stated  that  the  disease  appeared 
in  China  and  Japan  about  the  middle  of  the  sixteenth  century. 

(c)  There  are  very  indefinite  hints  that  the  disease  was  known 
to  the  Greeks  and  Romans.     Hippocrates  describes  ulcers  on 
the  genital  organs,  and  Celsus,  phagedaenic  ulcers  of  the  mouth 
and   tonsils.     Thucydides   refers   to   plague    at   Athens   which 
affected  the  sexual  organs,  hands,  and  feet,  and  was,  according 
to  Buret,  an  epidemic  of  syphilis. 

(d)  The  same  author  says  that  the  disease  was  known  amongst 
the  Hindus  1,000  years  B.C.     Lancereaux,  after  looking  carefully 
through  the  evidence,  concludes  that  syphilitic  affections  were 
described  by  various  authors  from  the  most  remote  times,  but 
that  the  connection  between  the  phenomena  was  not  understood 
until  the  severe  outbreak  in  the  Middle  Ages  in  the  Mediterranean ; 
that  is  to  say,  that  no  one  associated  the  secondary  manifesta- 
tions on  the  skin,  eyes,  and  throat,  etc.,  let  alone  the  more 
remote  results  of  syphilis,  with  the  primary  sore  on  the  genitals. 

The  only  other  concrete  evidence  which  is  worth  considering 
is  the  finding  of  bones,  such  as  the  tibia  and  skull,  bearing 
evidence  of  disease  which  could  be  produced  only  by  syphilis. 
Marshall  refers  to  these  having  been  found  in  ancient  Egyptian 
tombs  and  in  prehistoric  human  remains. 

Looked  at  from  an  abstract  point  of  view,  it  seems  incredible 
that  a  disease  which  is  contracted  by  sexual  intercourse  should 
not  go  back  to  the  more  remote  periods. 

It  is  interesting  to  note,  with  regard  to  the  epidemics  referred 
to  above,  that  nearly  all  follow  on  the  movements  of  peoples 
in  mass,  due  to  invasion  during  war-time,  pilgrimages,  etc.  ; 
and  where  the  invasion  takes  place  into  a  country  which  has 
previously  been  free  from  syphilis,  the  resulting  disease  is  much 
more  virulent  in  type.  Where  the  community  is  already  well 
impregnated  with  it,  one  simply  finds  an  increase  in  the  number 
of  cases,  as,  for  example,  after  the  South  African  War  and  the 
recent  war. 
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GENERAL  INTRODUCTORY  REMARKS 

Al  though  the  cutaneous  manifestations  of  syphilis,  with  which 
we  are  mainly  concerned  here,  are  the  most  striking  features 
of  the  disease,  yet  they  only  constitute  one  phase  in  a  general 
morbid  process,  of  which  equally  important  evidences  are  found 
in  the  nervous  and  vascular  systems,  and  in  the  viscera.  I 
propose  to  describe  the  skin  lesions  only  in  detail,  and  to  sketch 
more  briefly  the  other  manifestations  of  the  disease.  The 
student  is  therefore  referred  to  the  text-books  on  neurology, 
general  medicine,  and  ophthalmology,  for  a  more  complete 
description  of  the  disease  and  its  treatment  as  affecting  the 
deeper  organs. 

It  is  customary  to  divide  the  course  of  syphilis  after  Ricord 
into  three  periods,  namely  primary,  secondary,  and  tertiary. 
This  division,  although  useful  for  purposes  of  description,  is 
arbitrary  and  somewhat  unscientific,  as  the  essential  underlying 
pathological  process  is  the  same  throughout,  and  the  border-line 
between  the  periods,  especially  between  the  second  and  third, 
is  ill- defined. 

The  primary  period  is  marked  by  the  primary  sore  or  initial 
lesion,  occurring  at  the  site  of  inoculation  of  the  Treponema 
pallidum,  and  appears  as  a  rule  between  three  and  six  weeks 
after  the  inoculation,  usually  on  the  twenty- fifth  day ;  it  is 
associated  soon  after  its  development  with  swelling  of  the 
lymphatic  glands  in  direct  connection  with  the  sore.  The  lapse 
of  time  between  the  inoculation  and  the  appearance  of  the  primary 
sore  is  called  "  the  first  incubation  period,"  and  a  subsequent 
interval,  which  is  usually  of  about  six  weeks'  duration,  covering 
the  time  between  the  appearance  of  the  primary  sore  and  that 
of  the  skin  rash,  is  called  "  the  secondary  incubation  period." 

The  secondary  period  is  generally  spoken  of  as  being  "  the 
evidence  of  the  generalisation  "  of  the  treponema  throughout 
the  system,  and  manifests  itself  in  various  generalised  cutaneous 
eruptions,  which  appear  about  six  weeks  after  the  development 
of  the  primary  sore,  and  are  frequently  associated  with  a  rise 
of  temperature  and  other  phenomena  common  to  all  fevers. 
This  definition  does  not  fit  in  accurately  with  some  of  the  known 
facts.  It  infers  that  during  the  primary  stage  the  disease  is 
localised  and  shut  off  from  the  general  system  by  the  barrier 
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of  the  lymphatic  glands,  and  that  at  a  given  moment  this  barrier 
breaks  down  and  the  treponema  passes  into  the  blood-stream  ; 
also  that  this  generalisation  corresponds  with  the  appearance 
of  the  rashes  in  the  skin.  Excision,  however,  of  the  primary 
sore  and  the  connecting  lymphatic  glands  in  the  vast  majority 
of  cases  does  not  prevent  the  disease  becoming  generalised. 
It  is  probable,  therefore,  that  syphilis  is  generalised  very  early, 
certainly  before  the  chancre  appears. 

If  this  sudden  outburst  of  symptoms  is  not  due  to  the 
generalisation  of  the  disease,  what  pathological  explanation 
can  we  give  of  the  very  obvious  clinical  phenomena  t  The 
only  possible  suggestion,  in  the  present  state  of  our  knowledge, 
is  that  at  this  period  there  is  a  very  rapid  increase  of  the 
treponemata  in  the  tissues,  and  consequently  a  sudden 
intoxication,  not  unlike  that  seen  in  malaria,  when  a  fresh  lot 
of  parasites  is  suddenly  thrown  into  the  blood-stream.  As 
one  would  expect,  the  outbreak  is  not  so  sudden  in  onset  as  it 
is  in  malaria,  but  is  much  more  prolonged. 

The  tertiary  period  is  much  more  difficult  to  define  :  there 
is  no  sudden  clinical  outburst  initiating  it  or  even  apparently 
separating  it  from  the  secondary  period,  and  no  one  can  say 
in  a  given  case  where  one  period  ends  and  the  other  begins. 
Efforts  have  been  made  to  find  some  general  characteristics 
which  even  loosely  would  differentiate  between  the  secondary 
and  tertiary  period— as  for  instance,  that  the  secondary  lesions 
are  generalised  and  the  tertiary  localised ;  again,  that  the 
secondary  are  bilateral  and  the  tertiary  unilateral ;  but  innumer- 
able cases  occur  which  contradict  both  these  suggestions. 

Lesions  which  are  commonly  looked  upon  as  being  early 
in  type,  such  as  mucous  plaques  in  the  mouth  and  vulva, 
secondary  iritis,  and  the  recurrent  macular  rash  (macular  recidive), 
may  all  be  seen  fifteen  or  twenty  years  after  the  primary  sore. 
On  the  other  hand,  lesions  of  a  nodular  and  ulcerative  type, 
which  are  commonly  supposed  to  be  tertiary  in  time  and 
character,  may  appear  sometimes  quite  early  in  the  course 
of  the  disease  ;  it  is  therefore  a  debatable  point  whether  it  would 
not  be  better  to  give  up  the  term  "  tertiary  "  altogether  and 
simply  speak  of  "early"  and  "late"  secondary  lesions, 
especially  as  the  pathological  process  is  the  same  throughout. 

All  one  can  say  is,  that  lesions  which  appear  at  about  the 
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end  of  the  second  or  third  year  tend  to  be  more  chronic  in  type, 
not  so  widely  or  so  symmetrically  distributed  as  the  earlier 
ones,  and  often  come  after  a  latent  period  of  indefinite  duration 
during  which  no  clinical  evidence  of  the  disease  has  shown 
itself.  These  later  lesions,  formerly  called  tertiary,  are  due 
to  the  reawakening  of  the  treponema — after  a  more  or  less 
prolonged  period  of  hibernation — and  its  presence  in  the  skin 
and  other  tissues  in  a  state  of  diminished  virulence. 

Following  the  clinical  course  of  the  disease  further,  we  come 
to  a  group  of  still  later  lesions  which  are  spoken  of  as  "  para- 
syphilitic  ' '  lesions.  This  term,  which  was  introduced  by 
Fournier,  was  used  to  signify  conditions  such  as  tabes,  general 
paralysis  of  the  insane,  kraurosis  vulvae,  leucoplakia,  amyloid 
disease,  etc.,  which  are  syphilitic  in  origin,  but  which  do  not 
react  to  anti- syphilitic  treatment.  That  is  to  say,  the  disease 
has  destroyed,  either  by  its  syphilo- toxins  or  by  the  direct 
action  of  the  treponema  itself,  delicate  essential  structures, 
such  as  nerve  columns  in  the  spinal  cord,  producing  in  their 
place  a  fibrosis  which  no  treatment  can  regenerate  into  the 
vital  elements  that  previously  existed.  The  clinical  evidences 
that  these  conditions  are  due  to  syphilis  have  been  confirmed 
in  recent  years  by  the  Wassermann  reaction  and  by  the  finding 
of  the  treponema  itself  in  some  instances. 

There  are  also  sundry  results  of  syphilis  which  occur  in 
congenital  cases  where  the  normal  development  is  either  delayed 
or  prevented  by  the  disease,  and  which  are  spoken  of  as 
"dystrophies";  these  are  seen  associated  with,  or  apart  from, 
the  more  active  lesions  of  hereditary  syphilis. 
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SYPHILIS  has  been  proved  to  be  due  to  the  Treponema  pallidum 
discovered  by  Schaudinn  and  Hoffmann  in  1905.  In  the  past, 
numerous  organisms  have  been  wrongly  accused  of  being  the 
cause  of  the  disease,  the  most  usual  being  the  Smegma  bacillus. 
The  evidence  in  favour  of  the  Treponema  pallidum  is  as 
follows : 

(a)  It  is  found  in  nearly  all  early  syphilitic  lesions. 

(b)  It  is  not  found  in  any  other  disease. 

(c)  It   can   be   grown   anaerobically  in   the   laboratory   on 
artificial  media. 

(d)  It  can  be  injected  into  animals  of  the  anthropoid  ape 
class,  which  subsequently  suffer  from  a  disease  which  resejnbles 
that  seen  in  man  ;    the  higher  the  type  of  ape  employed,  the 
more  close  the  resemblance. 

(e)  Organisms    of    the    same   morphological    characteristics 
can  be  recovered  from  the  lesions  occurring  in  these  animals. 

It  may  therefore  be  said  to  answer  Koch's  postulates. 

MORPHOLOGY 

The  Treponema  pallidum  is  a  minute  protozoon,  varying 
in  length  from  5  to  20  p,  being  a  little  longer  than  the  diameter 
of  a  red  blood-corpuscle,  and  in  width  from  a  %  to  a  %  p.  It  is  so 
small  and  delicate  that  it  can  only  be  seen  by  the  higher  powers 
of  the  microscope,  and  is  best  demonstrated  by  a  twelfth  or 
sixteenth  oil  immersion  lens  with  the  aid  of  the  ultra-microscope 
and  dark  ground  illumination.  It  is  twisted  spirally  like  a 
corkscrew,  having  from  six  to  twelve  complete  turns,  and  tapers 
at  each  end  into  fine  processes  which  some  regard  as  flagella. 
It  moves  in  a  complicated  manner,  partly  by  rotation  on  its 
long  axis  and  partly  by  progressing  in  an  undulating  fashion 
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like  a  snake.  At  one  time  it  was  believed  to  be  a  flagellated 
spirillum,  but  is  now  generally  regarded  as  a  protozoon,  and  is 
probably  nearly  allied  to  the  Trypanosomes. 

It  is  destroyed  by  a  temperature  of  118°  F.  in  half  an  hour, 
and  does  not  pass  through  a  porcelain  filter. 

Presence  o!  the  Treponema  in  the  Tissues 

The  treponema  is  present  in  the  primary  sore,  in  the  indurated 
glands,  and  in  the  roseolar  spots,  in  all  forms  of  secondary  lesions, 
and  in  blisters  artificially  produced.  It  occurs  in  the  blood, 
lymph,  and  cerebro- spinal  fluid,  and  in  the  saliva  when  mucous 
patches  are  present.  It  is  found  also  in  small  numbers  in 
gummata  and  in  syphilitic  diseased  arteries. 

In  congenital  syphilis  it  is  present  in  vast  numbers  in  all 
the  tissues,  even  bones  and  cartilages,  and  is  specially  prevalent 
in  the  internal  organs,  such  as  the  supra- renal  capsules,  lungs, 
spleen,  and  liver,  and  has  been  found  in  the  bullous  syphilides. 
It  has  also  been  detected  in  the  placenta  and  the  umbilical 
cord,  and  has  been  found  to  be  capable  of  penetrating  the 
ovum.  It  can  be  recovered  from  the  various  lesions  in  apes 
experimentally  inoculated  with  the  disease. 

It  is  found  chiefly  in  the  walls  of  the  blood-vessels  and  in 
their  immediate  neighbourhood,  or  in  the  lymphatics.  In 
fact  it  appears  to  have  a  predilection  for  the  walls  of  blood- 
vessels generally,  and  is  much  more  easily  detected  there  than 
in  the  blood  itself,  although  it  has  been  found  attached  to  red 
blood-corpuscles. 

Demonstration  of  the  Treponema 

Specimens  of  the  treponema  may  be  seen  in  a  drop  of  serum 
obtained  from  any  of  the  lesions.  In  the  case  of  a  chancre, 
any  exudation  should  be  removed  with  a  small  swab,  and  the 
sore  rubbed  with  some  hard  instrument  like  the  blunt  end  of  a 
needle,  to  make  the  serum  exude.  If  blood  oozes  up  owing  to 
the  violence  of  the  friction,  this  should  be  wiped  off  gently, 
and  the  serum  which  subsequently  exudes  taken  for  examination. 
The  serum  can  also  be  made  to  exude  by  putting  a  drop  of 
absolute  alcohol  on  the  sore,  but  this  is  not  so  easy  as  the  method 
by  friction.  If  strong  antiseptics  have  been  used  in  the  treatment, 
the  chancre  should  be  dressed  for  forty- eight  hours  with  lint 
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or  wool  soaked  in  boiled  water,  before  the  treponema  is  looked 
for,  as  the  organism  is  very  easily  destroyed. 

It  is  a  difficult  organism  to  stain,  and  the  methods  in  general 
use  are  somewhat  complicated.  Among  the  most  commonly 
employed  are  those  of  Giemsa,  consisting  of  a  solution  of  eosin 
and  azur,  and  for  section  staining  that  of  Levaditi,  consisting 
in  impregnating  the  tissue  in  which  the  organism  is  present 
with  silver  nitrate  and  staining  it  subsequently  with  Giemsa. 
These  and  other  staining  methods,  however,  are  so  tedious 
that  they  have  been  superseded  largely  by  the  use  of  the  ultra- 
microscope  or  by  the  simple  indian-ink  method.  The  indian- 
ink  method  has  been  described  by  McDonagh  as  follows  : 

"  A  glass  pipette  is  driven  through  the  skin  at  the  border 
of  the  chancre  or  other  syphilide.  A  little  blood  runs  up  into 
the  pipette,  which  is  then  kept  vertical  for  a  few  minutes  till 
the  serum  settles.  The  part  which  contains  the  blood-corpuscles 
is  then  broken  off,  and  a  drop  of  serum  is  allowed  to  fall  on  a 
thin  clean  slide.  Around  the  drop  six  or  seven  loopfuls  of 
distilled  water  and  the  same  quantity  of  indian  ink  (Gunther 
and  Wagner)  are  placed.  The  three  substances  are  then 
thoroughly  mixed,  spread  out  on  the  slide  with  another  glass 
slide,  allowed  to  dry,  and  examined  with  an  oil  immersion  lens, 
when  the  spirochaetes  appear  white  on  the  dark  indian-ink 
background." 

In  ulcerated  surfaces  the  discharge  should  be  dried  off  with 
a  piece  of  sterile  gauze,  and  the  margin  of  the  lesions,  where  the 
organisms  are  most  numerous,  should  be  scraped  till  blood 
begins  to  ooze.  This  is  dried  off  and  the  lesion  is  squeezed 
till  a  drop  of  serum  is  expressed ;  this  is  placed  by  a  platinum 
needle  on  a  thin  slide,  mixed  with  a  drop  of  water ;  a  cover  glass 
is  applied,  and  the  preparation  is  examined  by  the  help  of  the 
ultra-microscope  or  by  the  indian-ink  method.  In  the  case 
of  glands  and  papules,  a  hypodermic  needle  may  be  used  to 
extract  the  juices  for  examination,  or  the  lesion  may  be  blistered 
and  the  serum  examined. 

The  treponema  is  often  found  in  association  with  other 
organisms  which  somewhat  resemble  it,  such  as  the  Spirochaeta 
refringens,  which  occurs  on  the  genital  organs  and  is  a  larger 
and  coarser  organism  with  more  open  spirals,  and  the  Spirillum 
dentium  and  Spirochaeta  buccalis,  which  may  be  met  with  in 
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the  mouth  Vincent's  Spirillum  is  longer  and  thicker  than 
the  Treponema  pallidum,  and  is  associated  with  a  fusiform 
bacillus. 

According  to  Meirowsky,  the  organism  is  not  a  treponema, 
but  a  bacterium,  and  belongs  to  the  vegetable  kingdom.  He 
found  that  it  reproduced  itself  by  transverse  segmentation 
and  by  budding.  On  the  other  hand,  most  authors  regard  it 
as  a  protozoon,  and  it  seems  probable  that  it  divides  longitu 
dinally.  The  fine  terminal  processes  are  sometimes  seen  to  be 
double  instead  of  single,  and  it  is  suggested  that  this  is  the 
beginning  of  the  process  of  reproduction. 

Life-history 

The  life-history  of  the  organism  is  at  present  not  fully  known, 
but  a  number  of  suggestive  observations  have  been  made  on  the 
subject.  In  1906  Maclennan  found  in  association  with  it  a 
number  of  minute  spherical  bodies,  some  having  tails,  which 
he  considered  might  possibly  be  stages  in  the  life-history  of  the 
organism.  E.  H.  Ross  observed  peculiar  round  or  pear-shaped 
bodies  with  a  cell-wall  and  a  central  chromatin  mass  in  non- 
ulcerating  primary  sores  and  in  syphilitic  glands,  and  which 
were  present  both  in  the  lymph  and  intra-cellularly  in  lympho- 
cytes and  epithelial  cells.  These  he  judged  as  possible  stages 
in  the  life-history  of  the  organism,  and  suggested  that  the 
spirochsetes  originated  in  the  central  chromatin  masses.  By 
placing  the  blood  from  a  Hunterian  chancre  on  specially  made 
jelly,  these  intra- cellular  bodies  were  observed  to  develop  into 
spirochaete-like  structures. 

McDonagh  has  also  described  a  complicated  life-history 
for  the  treponema  somewhat  resembling  that  of  the  malarial 
parasite.  The  organism  occurs  first  in  the  form  of  round  or 
kidney-shaped  sporozoites  about  i  '5  //,  in  diameter ;  these  enter 
connective-tissue  cells  or  lymphocytes,  and  undergo  two  types 
of  changes,  one  sexual  and  the  other  asexual.  The  spirochaetes 
he  believes  to  be  gametes,  and  claims  to  have  seen  the  fertilisation 
of  the  female  cell  by  the  spirochaete.  The  fertilised  female 
cells,  which  are  known  as  zygotes,  become  sporozoites. 

There  is  no  doubt  that  peculiar  shaped  bodies  of  this  type 
are  seen  under  the  microscope,  but  many  authorities  look  upon 
them  as  damaged  leucocytes.  It  is  certain  that  when  the 
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treponema  is  grown  anaerobically  in  the  laboratory  these  bodies 
are  not  found. 

INOCULATION  EXPERIMENTS  ON  ANIMALS 

Through  the  researches  of  Metchnikoff,  Roux,  Neisser,  and 
others,  it  has  been  found  that  monkeys  are  susceptible  to  syphilis, 
more  especially  the  anthropoid  apes ;  the  nearer  they  are  to 
man,  the  greater  the  susceptibility.  Out  of  twenty- two 
chimpanzees  inoculated  by  Metchnikoff  and  Roux,  positive 
results  were  obtained  in  all  cases.  A  primary  sore  developed 
at  the  site  of  the  inoculation  after  an  incubation  period  of 
twenty-four  to  thirty  days,  and  was  associated  with  induration 
of  the  neighbouring  glands.  Thirty-five  days  later  secondary 
lesions  developed  in  the  form  of  papules  or  ulcers  of  the  skin 
and  mucous  plaques.  Inoculations  from  these  secondary  lesions 
on  healthy  chimpanzees  were  followed  by  primary  sores  and 
typical  secondaries.  No  tertiary  symptoms  occurred. 

In  monkeys  lower  than  the  anthropoid  apes,  such  as  Catarrhine 
monkeys,  the  inoculation  resulted  in  a  primary  sore  which 
was  not  definitely  indurated  at  the  base  nor  associated  with 
enlargement  of  the  glands  or  subsequent  secondary  symptoms. 
In  a  monkey  of  the  genus  Macacus,  in  which  only  a  non- indurated 
sore  followed  the  inoculation,  reinoculation  from  the  sore  in  a 
chimpanzee  resulted  in  a  typical  primary  sore  followed  by 
secondaries. 

In  other  animals  inoculation  experiments  have  been  negative 
or  doubtful.  In  rabbits  there  is  a  disease  nearly  related  to  it, 
if  not  identical,  and  Noguchi  claims  to  have  inoculated  the 
testicles  of  rabbits  with  syphilis  and  to  have  produced  syphilitic 
orchitis.  In  rabbits  and  dogs  syphilitic  keratitis  has  been 
caused  by  inoculating  with  the  syphilitic  products  from  man, 
and  spirochaetes  have  been  recovered  from  the  lesions. 

SERUM  THERAPY 

So  far  the  experiments  to  prepare  anti- syphilitic  serums 
have  been  unsuccessful.  It  was  thought  that  the  macacus 
or  some  lower  monkey  might  attenuate  the  virus  of  syphilis, 
and  that  in  this  way  an  anti- syphilitic  vaccine  might  be  obtained, 
but  this  has  not  succeeded,  and  the  proof  is  insufficient  that  the 
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virus  is  attenuated  even  although  no  secondary  lesions  succeed 
the  primary  sore.  According  to  Neisser,  a  serum  has  not  yet 
been  obtained  "  sufficiently  strong  to  protect  animals  against 
syphilitic  infection,  nor  a  method  which  can  confer  active 
immunity,  because  we  have  not  yet  produced  a  truly  attenuated 
virus,  either  by  passage  through  an  intermediate  animal  or 
by  any  chemical  or  physical  method." 

PREVENTIVE  MEASURES 

Various  attempts  have  been  made  to  discover  a  method 
by  which  experimental  inoculation  could  be  successfully 
prevented  from  developing  into  the  disease,  but  the  results 
obtained  have  not  been  wholly  satisfactory.  It  was  found 
that  if  a  30  per  cent,  ointment  of  calomel  (Metchnikoffs  ointment) 
were  rubbed  into  the  site  of  the  inoculation  an  hour  and  a  half 
after  the  introduction  of  the  virus,  syphilis  did  not  result  because 
the  treponema  was  destroyed  by  the  mercury,  and  this  was 
not  followed  by  immunity.  A  similar  experiment,  however, 
was  done  by  Neisser  with  negative  results,  possibly  owing  to 
deeper  inoculation.  In  this  connection  an  experiment  was 
done  by  Metchnikoff  and  Roux  on  a  medical  student  who  had 
not  had  syphilis,  and  who  consented  to  offer  himself  for  the 
purpose.  This  man  was  inoculated  with  virulent  syphilis  on 
the  balano-preputial  furrow,  and  an  hour  later  calomel  ointment 
was  rubbed  in  for  about  ten  minutes  with  the  result  that  the 
disease  did  not  develop.  At  the  same  time  a  control  was  done 
on  a  monkey  which  was  inoculated  with  the  same  virus ;  the 
ointment  was  not  applied,  and  syphilis  duly  appeared.  About 
eighteen  hours  after  the  inoculation  appears  to  be  the  extreme 
limit  of  time  for  this  calomel  ointment  to  be  an  effective 
preventive.  Thibierge  and  Giovannini  point  out  that  efficiency 
of  the  calomel  ointment  is  greatly  increased  if  the  parts  are  well 
washed  with  soap  and  water  first. 

Attempts  have  also  been  made  to  prevent  the  development 
of  the  disease  by  excision,  or  destruction  of  the  primary  sore, 
and  one  or  two  successes  have  been  reported  by  Finger  and 
others.  These  are  exceptional,  however,  as  by  the  time  the 
primary  sore  is  detected,  the  glands  are  usually  affected  and 
generalisation  has  begun.  In  a  macacus  monkey  Neisser 
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excised  the  site  of  inoculation  eight  hours  later,  but  in  spite 
of  this,  syphilis  developed.  In  monkeys  also,  when  the  chancre 
and  the  indurated  glands  have  been  excised  a  few  hours  after 
their  appearance,  the  disease  generally  takes  its  course.  Further 
remarks  on  individual  preventive  measures  will  be  found 
under  the  heading  of  prophylaxis  (page  175). 


Although  an  attack  of  syphilis  usually  confers  immunity, 
still  there  is  now  a  sufficient  number  of  cases  on  record  to  show 
that  the  cure  may  be  so  perfect  that  immunity  is  lost,  and  a 
second  infection  may  occur  with  the  development  of  a  chancre, 
followed  in  due  course  by  secondary  manifestations.  This 
is  rare,  however,  probably  more  so  than  the  record  of  the  cases 
would  suggest,  as  doubtless  a  certain  number  of  so-called  cases 
of  reinfection,  especially  where  no  secondary  lesions  have 
followed,  have  not  been  true  cases  of  reinfection,  but  examples 
of  recurrent  chancres,  pseudo- chancres,  or  chancriform  gummata, 
which  are  often  seen  on  the  site  of  the  old  primary  sore.  In 
true  cases  of  reinfection  a  considerable  period  has  usually 
elapsed  between  the  two  attacks,  but  Mansell  Moullin  has 
recorded  an  instance  in  which  the  interval  was  only  two  and  a 
half  years.  It  has  been  found  also  that  hereditary  syphilis 
does  not  confer  absolute  immunity,  and  a  fresh  infection  with 
the  disease  has  been  known  to  take  place  in  one  or  two  instances 
after  puberty. 

In  differentiating  between  a  chancriform  gumma  and  a 
true  reinfection  of  the  disease,  the  most  important  signs  in 
favour  of  the  latter  are  the  enlargement  of  the  lymphatic  glands 
in  their  proper  sequence,  first  locally  and  then  generally,  with 
the  association  of  a  definite  and  characteristic  secondary  skin 
rash.  The  Wassermann  reaction  should  be  negative  on  the 
appearance  of  the  sore,  and  become  strongly  positive  about 
six  weeks  later ;  whereas  with  a  chancriform  gumma  it  would 
probably  remain  positive  throughout.  Again,  the  treponema 
would  be  found  fairly  easily  in  the  new  primary  sore,  but  with 
great  difficulty  and  only  in  small  numbers  in  the  chancriform 
gumma. 


CHAPTER    III 
CLINICAL    DESCRIPTION 

PRIMARY  SORE  OR  CHANCRE 

OTHER  names  which  have  been  given  to  the  initial  sore  are 
"  Hunterian  chancre,"  "  hard  chancre/'  "  primary  sclerosis," 
signifying  the  peculiar  hardness  of  the  lesion ;  and  "  infecting 
sore,"  to  distinguish  it  from  the  soft  or  local  venereal  sore  which 
is  not  associated  with  general  symptoms,  and  is  due  to  the 
infection  by  the  bacillus  of  Ducrey. 

The  incubation  period  between  the  inoculation  and  the 
appearance  of  the  chancre  is  about  twenty-five  days,  the  minimum 
and  maximum  time  according  to  Fournier  being  fifteen  to  forty- 
two  days.  The  older  authors  used  to  give  a  wider  margin  of 
from  ten  to  eighty  days.  It  must  be  remembered  that  in  ordinary 
practice  very  little  reliance  can  be  placed  on  the  patient's  history 
as  to  the  date  of  infection,  and  it  is  important  to  check  his 
statements  in  every  possible  way  before  relying  upon  them 
in  forming  a  diagnosis.  Patients  will  either  try  deliberately 
to  mislead  the  physician,  or  they  will  forget  to  inform  him  of 
other  occasions  of  possible  infection  previous  or  subsequent 
to  that  on  which  they  think  they  were  infected. 

It  is  interesting  to  note  that  during  the  recent  European 
War,  where  the  opportunities  of  infection  among  the  troops 
at  the  front  were  few  and  far  between,  the  length  of  incubation 
period  was  found  to  approximate  very  closely  to  that  seen 
experimentally  in  the  higher  anthropoid  apes.  In  many  cases 
it  was  possible  definitely  to  fix  the  date  by  knowing  when  a  man 
went  on  leave  or  was  in  the  neighbourhood  of  a  large  town. 
•  A  primary  sore  is  essentially  a  papule  in  its  early  stages, 
but  owing  to  friction  it  tends  to  become  eroded,  or  through 
secondary  infection  of  pyogenetic  organisms  to  form  a  shallow 
ulcer.  It  varies  somewhat  in  appearance  in  different  cases, 
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but  the  most  usual  lesion  is  a  shallow,  circular,  or  oval  ulceration 
varying  in  size  from  £  to  £  an  inch  in  diameter.  It  is  rare 
for  the  physician  to  see  the  sore  in  its  purely  papular  stage. 
The  ulcer  is  often  deep  red  in  colour  at  first,  and  bleeds  easily, 
but  later  assumes  a  greyish  tint,  the  base  of  the  ulcer  being 
covered  with  a  thin  discharge  or  membrane  which,  when  removed, 
leaves  an  oozing  surface.  In  a  few  days  the  erosion  or  ulcer 
becomes  slightly  raised,  and  when  pinched  between  the  finger 
and  thumb  is  found  to  be  hard  and  indurated  at  the  base. 
Sometimes  this  induration  is  excessive,  and  the  feeling  is  almost 
that  of  cartilage.  If  the  sore  be  examined  by  a  magnifying 
glass,  the  surface  will  be  seen  to  be  smooth,  and  there  are  no 
depressions  or  projections  as  in  septic  lesions  or  soft  sores. 
Sometimes  the  fine  greyish  membrane  does  not  extend  over  the 
whole  surface  of  the  ulcer,  but  forms  a  concentric  circle  near 
the  edge ;  this  has  been  called  by  the  French  "  chancre  en 
rosette."  Owing  to  the  ease  with  which  the  chancre  exudes 
serum  on  friction,  there  is  often  a  glazed  appearance,  but  there 
is  never  suppuration  in  a  purely  syphilitic  chancre.  Where 
double  infection  has  taken  place,  all  the  typical  signs  may  be 
masked.  There  are  practically  no  subjective  symptoms,  although 
some  people  complain  of  slight  itching  and  others  of  mild 
pricking  pain.  If  left  untreated,  the  sore  generally  remains 
for  three  or  four  weeks  in  its  mature  stage,  then  heals  sponta- 
neously, and  is  replaced  by  an  indurated  scar  which  may  last 
for  months  or  years  before  the  induration  entirely  disappears. 

Other  Varieties  of  Chancre 

Apart   from    the    typical    Hunterian   chancre    as   described 
above,  we  find  other  varieties  of  primary  sore. 

(1)  The  next  most  common  is  the  herpetiform  or  miniature 
chancre.     The  clinical  diagnosis  between  this  type  and  herpes 
on  the  genital  organs  may  be  extremely  difficult,  and  is  discussed 
later.      As   a   rule,  this    type   of   chancre   remains    the    same 
throughout  its  course  and  does  not  increase  in  size. 

(2)  Another  variety  is  the  fissure  type,  which  is  often  nothing 
more  than  a  mere  linear  slit  showing  very  little,  if  any,  induration, 
and  is  frequently  not  noticed  until  the  glands  become  increased 
in  size. 
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(3)  A  very  shallow  ulceration,  which  is  often  quite  transient 
and  usually  escapes  observation,  especially  in  women. 

(4)  A  "  fulminating"  chancre,  in  which  there  is  considerable 
amount  of  oedema  and  lymphangitis  in  the  neighbourhood  due 
to    secondary    infection    with    pyogenetic    organisms.     In    this 
type  the  glands  in  the  groin  may  suppurate. 

(5)  A  "  phagedsenic"  chancre,  which  is  usually  seen  in  debili- 
tated  subjects  who   are  suffering  from  some  wasting  disease, 
such   as  tubercle  or  malaria,   in  chronic  alcoholics,   in  people 
who  are  infected  late  in  life,  and  in  diabetics.     It  occasionally 
occurs  in  perfectly  healthy  young  people,  but,  as  a  rule,  in  them 
there  is  the  double  infection  of  treponema  and  Ducrey's  bacillus. 

(6)  It  is  possible  to  have  no  chancre  at  all,  or  at  any  rate 
a  lesion  so  small  that  it  is  not  visible  to  the  naked  eye.     This 
gives  rise  to  the  French  term  of  "syphilis  d'emblee,"  when  the 
first   symptom  is   the   appearance  of  the  secondary  rash.     In 
the  majority  of  cases  of   this  type   there  probably  was  some 
insignificant   erosion   which   healed   up   spontaneously   without 
being  noted ;  but  two  undoubted  cases  are  recorded  by  Jullien, 
in    which    surgeons    accidentally    infected     themselves    while 
operating  on   syphilitic   patients;    in  both   instances  secondary 
syphilis   occurred   without   any   primary   sore,    the   inoculation 
having  presumably  taken  place  directly  into  the  blood- stream. 

Multiple  Chancres 

The  syphilitic  chancre  as  a  rule  is  single,  but  cases  are 
occasionally  met  with  in  which  two  or  more  are  present.  These 
may  be  infected  at  the  same  date,  in  which  case  they  all  appear 
and  mature  together,  or  the  infection  may  take  place  on  several 
successive  dates  at  close  intervals,  in  which  case  a  succession 
of  chancres  appear  one  after  another.  Thibierge  states  that 
it  is  multiple  in  one  case  out  of  four.  As  a  rule,  multiplicity 
of  primary  sores  is  due  to  the  patient  having  some  other  disease 
which  produces  abrasions  on  the  genital  organs,  especially 
scabies  and  pediculosis  ;  but  it  may  be  seen  on  the  face  due 
to  the  contamination  of  a  shaving  brush  or  a  razor. 

Multiple  primary  lesions  due  to  true  auto-inoculation  are 
rare  in  syphilis  but  common  in  soft  sore,  the  reason  being  that 
by  the  time  the  chancre  is  mature,  that  is  to  say,  has  begun  to 
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ulcerate,  and  reached  a  stage  when  it  can  easily  infect,  the  patient 
has  already  acquired  his  immunity.  Queyrat  found  that  it 
was  possible  to  obtain  auto- inoculation  in  the  first  week  or  so 
of  the  primary  sore.  The  second  lesion  becomes  more  and  more 
attenuated  in  proportion  to  the  age  of  the  first  chancre,  but 
it  is  usually  characterised  by  more  or  less  induration.  This 
has  been  further  confirmed  by  Metchnikoff  and  Roux,  who, 
in  their  experiments  on  monkeys,  gave  two  inoculations  on  a 
chimpanzee  at  eighteen  days'  interval  which  were  followed 
by  chancres  in  both  situations,  showing  that  the  first  inoculation 
had  not  given  immunity  before  the  second  was  performed. 

HISTO- PATHOLOGY  OF  THE  CHANCRE 

The  chancre  is  the  clinical  evidence  of  the  local  reaction 
of  the  skin  to  the  presence  of  the  treponema  in  situ.  The 
reactive  changes  occur  in  the  corium,  the  epidermis  being  affected 
only  secondarily  and  to  a  minor  degree.  In  the  corium,  occupying 
the  whole  of  the  indurated  region,  there  is  dense  infiltration 
of  plasma  cells  generally  packed  in  more  or  less  parallel  rows 
between  the  white  fibrous  collagen  bundles.  In  association 
with  the  plasma  cells  fibroblasts  and  spindle  cells  are  seen  here 
and  there,  especially  in  a  more  mature  chancre,  indicating  the 
formation  of  fibrous  tissue.  A  few  corio- plaques,  that  is  to  say, 
multinucleated  plasma  cells,  containing  only  two  or  three  nuclei, 
may  also  be  seen.  It  is  the  combination  of  the  dense  cellular 
infiltration  and  newly- formed  fibrous  tissue  which  gives  the 
lesion  its  peculiar  hardness  that  we  perceive  clinically.  Within 
the  infiltrated  mass  capillaries  are  still  present,  the  small  arteries 
show  proliferative  changes  within  their  walls  with  an  increase 
in  the  endothelium  and  the  adventitia,  and  occasionally  an 
obliterative  sclerosis.  In  the  neighbourhood  of  the  blood-vessels 
a  few  mast-cells  can  generally  be  detected,  while  the  elastin 
has  to  a  great  extent  disappeared. 

In  the  epidermis  there  is  a  proliferation  at  the  margin  of  the 
lesion,  and  a  flattening  of  the  centre  from  pressure  by  the 
underlying  granuloma.  The  cornification  in  the  centre  is  also 
imperfect,  the  granular  layer  being  frequently  absent,  so  that 
there  is  a  tendency  to  desquamation,  and  erosion  readily  results. 
The  histology  of  the  lesion,  which  is  so  characteristic  as  to  be 
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of  diagnostic  value,  would  suggest  that  the  Treponema  pallidum 
was  present  at  first  in  the  lymphatic  spaces  and  caused  there 
the  profuse  cellular  infiltration. 

DIFFERENTIAL  DIAGNOSIS  OF  CHANCRE 

The  diagnosis  has  to  be  made  between  a  syphilitic  primary 
sore  and  the  following  conditions : 

1.  Soft  sore. 

2.  Herpes. 

3.  Scabies. 

4.  Septic  lesions. 

5.  Tertiary  chancriform  lesions  in  an  old  syphilitic  patient. 

6.  Epithelioma. 

i.  Soft  Sore. — The  chief  points  in  the  diagnosis  may  be 
tabulated  as  follows  : 

Syphilitic  Chancre  Soft  Sore 

t.  Incubation — three   to   four   weeks.     Incubation — forty-eight    hours    as    a 

rule,  at  any  rate  less  than  a  week. 

2.  Rarely    multiple,    then    not    more      Generally  multiple. 

than  three  or  four. 

3.  Not  auto-inoculable,  except  in  the     Auto-inoculation  the  rule.     Diagnosis 

very  early  stages.  may  be  assisted  by  experimental 

inoculation  on  the  thigh  or  else- 
where, lesions  resulting  in  two 
days. 

4.  Ulcer  clean,  smooth,  round  or  oval,      Ulcer  ragged,  irregular,  punched-out, 

bevelled  edges,   indurated  base.  dirty,  no  induration. 

5.  Colour  grey  with  delicate  diphther-     Yellow,  purulent. 

oid  membrane,  glazed  aspect. 

6.  Almost  painless  to  touch.  Tender  on  examination. 

7.  Phagedaenism  rare.  Phagedaenism  common. 

8.  Glands    hard,     discrete,     movable,  Glands       soft,       highly       inflamed, 

not  tender,  never  breaking  down.  frequently   suppurating. 

9.  Treponema  pallidum  found.  Ducrey's  bacillus  found. 

It  must  not  be  forgotten  that  double  infection  with  both 
diseases  is  by  no  means  rare.  In  this  case  the  soft  sore  masks 
the  syphilis,  and  typical  signs,  such  as  induration,  etc.,  may 
not  show  themselves  for  some  weeks ;  so  that  if,  in  examining 
a  sore  on  the  genitals,  Ducrey's  bacillus  is  found  and  the 
treponema  is  absent,  one  must  not  altogether  exclude  the 
possibility  of  syphilis.  Where  both  diseases  co- exist,  the  clinical 
picture  depends  upon  the  respective  dates  of  the  two  inoculations ; 
that  is  to  say,  where  both  are  inoculated  on  the  same  date, 
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the  hard  chancre  will  develop  on  the  healed  site  of  the  soft  sore, 
but  where  Ducrey's  bacillus  is  inoculated  on  a  site  previously 
infected  with  syphilis  and  just  maturing  into  a  hard  chancre, 
the  aspect  of  the  ulcer  will  be  very  confusing,  and  the  early 
stages  of  the  syphilis  may  be  missed  altogether. 

2.  Herpes. — The  clinical  diagnosis  between  a  hard  chancre 
and  herpes  on  the  genital  organs  may  be  extremely  difficult. 
It  is  very  seldom  that  the  complete  unruptured  blisters  are 
seen  in  herpes  in  these  regions,  as  by  the  time  the  patient  comes 
to  the  physician,   friction  has  destroyed  them;   but  with  the 
magnifying  glass  the  frayed  edges  of    ruptured    vesicles    can 
be  seen  as  a  concentric  circle  around  the  edge  of  the  shallow 
ulcer,    and    this   is   pathognomonic    of   herpes.     If   induration 
can  be  felt,  the  diagnosis  is  simple,  as  there  is  none  in  herpes ; 
but  in  the  chancre  which  most  resembles  herpes,   induration 
is  frequently  absent.     Enlargement  of  the  glands  in  the  groin 
is  found  in  both  conditions,  but  if  there  is  one  hard,  painless 
gland  which  came  up  before  the  surrounding  ones,  it  is  in  favour 
of  syphilis.     The  syphilitic  sore  is  not  tender  and  painful,  whereas 
herpes  is  often  both.     The  history  may  help  us,  as  some  people 
are  subject  to  periodic  attacks  of  herpes.     The  diagnosis  of 
syphilis  is  established  by  the  demonstration  of  the  treponema.. 

3.  Scabies. — Scabies   is    extremely   common   on   the   genital 
organs,  and  it  is  probable  that  among  the  lower  classes  syphilis 
is  more  often  inoculated  through  the  abrasions  in    the    skin 
caused  by  this  disease  than  by  any  other  means.     The  diagnosis 
as  a  rule  presents  no  difficulties ;    scabies  is  seldom  confined 
to  this  region  only,  and  the  practitioner  should  therefore  examine 
the  usual  situations  affected  by  it,  such  as  between  the  fingers, 
in  the  fold  in  front  of  the  wrist,  the  axillae,  and  around  the  female 
breasts,  and  if  necessary  search  for  the  parasite  itself  at  the 
end  of  the  burrows.     The  subjective  symptom  of  itching  is  of 
course  well  marked  in  scabies,  especially  at  night. 

4.  Septic     Lesions. — The     diagnosis     may    be    difficult    in 
two  ways,     (a)  Small  septic  lesions  on  the  genitals,  generally 
due  to  streptococci,  may  closely  resemble  the  evanescent  type 
of  chancre,  which  is  often  missed  as  it  lasts  only  a  few  days. 
(6)   Large  septic  impetiginous  lesions  appearing    especially  on 
the  face,  where  of  course  impetigo  is  common,  and  which  are 
really  extra-genital  chancres. 
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In  the  former  the  chief  clinical  guide  is  the  lymphangitis, 
which  in  the  septic  condition  is  highly  inflammatory  and 
associated  with  suppurating  buboes,  whereas  in  syphilis  the 
glands  are  hard  and  do  not  suppurate.  In  syphilis  the  lesions 
on  the  face  are  seldom  diagnosed  in  the  early  stages,  and  as  a 
rule  it  is  not  until  the  impetiginous  lesion  has  failed  to  yield  to 
the  usual  treatment  and  the  base  gradually  has  become  more 
dense  that  the  practitioner  begins  to  suspect  a  syphilitic  infection. 
It  is  as  well,  therefore,  always  to  look  with  suspicion  on  any 
septic  lesion  which  does  not  readily  react  to  treatment  or  run  a 
normal  course,  especially  if  situated  on  the  lip,  eyelid,  or  finger. 

5.  Tertiary    Chancriform   Lesions   in   an   Old    Syphilitic. — The 
chancriform  gumma  may  frequently  deceive  even  an  expert  into 
thinking  that  he  is  dealing  with  a  new  infection,  whereas  it  is 
in  reality  an  old  syphilitic  infection  of  perhaps  ten  or  twenty 
years'    standing.     Clinically,    the    chancriform    gumma    looks 
exactly  like  the  primary  sore ;    therefore  the  diagnosis  must 
be  based  on  the  history  of  a  previous  attack,  the  treatment 
given,  and  the  Wassermann  reaction,  which  should  be  negative 
in  the  primary  sore,  at  any  rate  until  the  later  stages,  and  positive 
when   the   lesion   is   a   chancriform   gumma.     The   treponema 
is  found  easily  in  the  primary  sore,  but  with  difficulty  in  the 
later  lesion.     The  glandular  enlargement  is  typical  in  the  case 
of  a  recent  infection,   and  the  subsequent  secondary  rash  of 
further  assistance. 

6.  Epithelioma. — As   a    rule  there    is    not    much    difficulty 
in  the  diagnosis  between  epithelioma  and  primary  sore  on  the 
penis,  but  on  the  tongue  it  may  be  considerable.     Epithelioma 
generally  occurs  in  people  past  middle  life,  whereas  syphilis 
is  more  a  disease  of  youth.     If  the  patient's  word  can  be  relied 
upon,  the  history  with  regard  to  the  risk  of  syphilitic  infection 
is   of   importance.     Cancerous   growths    of    the    penis,    where 
they  produce  a  destruction,  do  so  steadily  and  slowly,  and  not 
after  the  manner  of  a  phagedaenic  primary  sore.    The  concomitant 
secondary  hard  shotty  growths  in  the  glands,  which  are  harder 
and  not  so  smooth  as  those  of  syphilis,  and  the  general  loss  of 
weight,  are  points  to  be  remembered.     In  cases  of  doubt  a  biopsy 
should  always  be  made  and  the  tissue  examined  under  the 
microscope,   as  the  histology  of  the  two  diseases  presents  no 
resemblance.     It  is  only  the  very  early  stages  of  epithelioma 
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which  are  as  a  rule  confused  with  syphilis,  as  the  cauliflower- 
like  growths  which  may  be  seen  later  in  epitheliomata  are 
characteristic  of  that  condition. 

In  the  case  of  the  tongue  the  differential  points  are  the  same, 
but  one  may  have  to  watch  the  case  for  a  short  time  before 
giving  a  diagnosis.  (See  also  diagnosis  between  epithelioma 
of  the  tongue  and  gumma,  page  69.) 

SITUATION  OF  CHANCRES 

Although  the  primary  sore  may  appear  on  almost  any  part 
of  the  skin  or  accessible  mucous  membrane,  in  a  vast  majority 
of  cases  it  is  found  on  the  genitals. 

In  the  Male 

About  three-quarters  of  the  chancres  in  the  male  occur  on 
the  prepuce,  glans  penis,  or  around  the  corona  ;  the  commonest 
place  is  in  the  fold  behind  the  corona  on  the  dorsum  of  the  penis, 
but  they  are  also  often  found  in  the  neighbourhood  of  the  frenum 
owing  to  small  tears  which  are  specially  likely  to  occur  there, 
permitting  the  entrance  of  the  treponema. 

Chancre  of  the  urethra  occurs  either  at  the  meatus  on  one 
or  other  lip,  or  in  the  canal  about  three-quarters  of  an  inch  from 
the  entrance.  In  this  situation  it  is  liable  to  give  considerable 
pain  on  micturition,  and  be  associated  with  oedema  and  induration, 
and  also  some  semi-purulent  discharge  which  on  cursory  examina- 
tion might  suggest  gonorrhoeal  infection. 

On  the  prepuce  chancres  are  seen  either  on  the  skin  or  mucous 
surfaces,  and  nearly  always  produce  phimosis  owing  to  the 
associated  oedema.  So  marked  is  this  at  times  that  the  whole 
of  the  end  of  the  penis  may  become  enlarged,  and  the  term 
"  bell-clapper  penis"  has  been  given  to  it.  When  the  chancre 
is  on  the  mucous  or  internal  surface  of  the  prepuce,  although 
the  ulcer  cannot  be  seen  owing  to  the  impossibility  of  retracting 
the  prepuce,  the  diagnosis  can  always  be  made  by  feeling  the 
induration.  It  is,  however,  often  necessary  to  slit  it  up  on  the 
dorsal  side  in  order  to  keep  the  ulcer  clean ;  complete  circum- 
cision may  be  done  when  the  chancre  is  healed,  but  as  a  rule 
it  is  inadvisable  to  do  it  at  the  time,  because,  on  account  of  the 
associated  sepsis,  the  entire  raw  surface  of  the  wound  may 
become  infected. 
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Primary  sores  are  often  seen  on  the  sheath  of  the  penis,  when 
they  are  as  a  rule  typical  and  easy  to  diagnose.  More  rarely 
they  occur  on  the  scrotum  and  neighbouring  parts. 

Genital  Chancres  in  the  Female 

The  primary  sore  is  much  more  likely  to  be  overlooked  in 
the  female  than  in  the  male.  It  is  as  a  rule  less  typical  as  regards 
induration,  and  the  transient,  herpetiform,  slit,  or  slight  erosion 
types  more  often  occur.  The  commonest  situation  for  it  is  on 
the  labia  majora  ;  after  that  the  labia  minora,  in  the  neighbour- 
hood of  the  urethra  and  clitoris,  and  on  the  cervix  of  the  uterus. 
On  the  walls  of  the  vagina  it  is  rare,  probably  on  account  of  the 
extremely  tough  integument.  In  the  female  the  genital  chancre 
is  usually  flat,  oval  in  shape,  and  red  or  greyish  in  colour 
according  to  the  amount  of  thin  diphtheroid  exudation  covering 
the  erosion.  The  adenitis  is  the  same  as  in  the  male. 

Extra-Genital  Chancres 

There  are  certain  sites  in  which  such  chancres  are  specially 
common  :  the  lips,  eyelids,  tongue,  tonsil,  and  nose. 

Chancre  of  the  lip  is  most  often  caused  by  kissing,  or  drinking 
out  of  infected  cups  or  glasses,  and  more  rarely  by  utensils 
such  as  forks,  pipes,  cigarette-holders,  dental  and  surgical 
instruments.  The  sore  may  occupy  both  lips,  particularly 
if  near  the  angle  of  the  mouth,  but  is  more  frequently  on  the 
lower  lip,  generally  near  the  middle  line,  and  is  associated  with 
a  single  enlarged  lymphatic  gland  just  above  the  hyoid  bone 
in  the  midline  of  the  neck.  The  sore  is  round  or  oval  in  shape, 
generally  covered  with  a  brown  adherent  scab,  which  is  difficult 
and  painful  to  detach,  and  leaves  a  raw,  easily  bleeding  surface 
beneath.  Owing  to  the  looseness  of  the  tissue  of  the  lips  the 
associated  oedema  is  well  marked.  The  ulceration  may  vary 
in  size  from  a  split-pea  to  a  shilling,  but  the  tendency  for  all 
extra- genital  chancres,  and  especially  for  those  on  the  lip,  is 
towards  hypertrophy.  In  the  early  stages  the  induration 
of  the  base  may  not  be  well  marked,  and  the  lesion  is  often 
diagnosed  as  impetigo  or  other  septic  infection ;  but  as  the  sore 
does  not  react  to  local  treatment,  and  the  induration  rapidly 
shows  itself,  the  diagnosis  soon  becomes  obvious.  Owing  to 


(a)  Primary  sore  on  the  upper  lip,  from  a  drawing  in  the   Museum  of  St.  George's 
Hospital.     (Seep.  22.). 


(b)  Mr.  Howell  Evans'  case  of  chancre  of  the  upper  lip.     (See  p.  22. ) 


(d) 


•Jylf9&*^  f   : 

(c)  Mr.    Howell   Evans'  case  of  primary  sore  on   the  dorsum   of  the  tongue  in  a 

female.     (Seep.  23.) 

(d)  A  breaking-down  gumma  of  the  tongue,  from  a  drawing  in  the   Museum  of  St. 

George's  Hospital.     (Seep  69.) 


To  face  p.  22. 
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the  number  of  spirilla  in  the  mouth,  the  diagnosis  by  the 
microscope  may  be  confusing,  but  in  every  case  the  treponema 
should  be  sought.  Where  the  lesion  is  not  in  the  midline  the 
other  lymphatic  glands  which  may  be  infected  are  the  sub- 
maxillary,  submental,  and  those  grouped  around  the  sterno- 
mastoid  muscle.  If  left  untreated,  the  chancre  may  last  several 
weeks,  and  it  is  these  cases  which  may  simulate  epithelioma. 
Chancre  of  the  eyelid  occurs  in  three  ways : 

(1)  From  kissing  and  extrusion  of  saliva. 

(2)  From  an  infected  person  moistening  the  corner  of  their 
handkerchief  in  their  mouth  to  remove  a  foreign  body  from 
the  conjunctiva  of  another  person.     This  method  of  infection 
occurs  more  commonly  than  is  generally  supposed,   especially 
in  gritty  trades  and  occupations. 

I  have  recently  seen  two  such  cases  amongst  munition  workers, 
the  inoculations  having  taken  place  through  abrasions  on  the 
conjunctiva  made  by  small  particles  of  steel. 

(3)  More  rarely  in  medical  men,  either  from  patients  coughing 
during  an  examination  of  the  throat,  or  from  carelessly  rubbing 
the  eye  before  disinfecting  the  hands  after  touching  an  infective 
lesion. 

The  sore  may  occur  on  the  skin  surface  of  the  eyelid,  but  is 
much  more  common  on  the  conjunctiva  near  the  margin  of  the 
lid.  Infection  -of  the  ocular  conjunctiva  is  rare.  The  general 
clinical  aspect  is  similar  to  that  of  the  lip  chancre.  Where 
the  sore  is  situated  towards  the  outer  angle  of  the  eye,  the 
enlarged  gland  found  in  association  is  the  pre- auricular,  that 
is  to  say,  just  in  front  of  the  tragus  of  the  ear ;  when  it  is  near 
the  inner  angle,  the  submaxillary  glands  are  infected,  and  those 
in  the  neighbourhood  of  the  sternomastoid  muscle.  Occasionally 
the  gland  over  the  infra- orbital  foramen  is  enlarged. 

Chancres  of  the  tongue  are  generally  near  the  tip,  but  may 
occur  on  the  dorsal  surface.  They  may  be  simply  erosions, 
but  are  more  often  dense  sclerotic  masses,  sometimes  with 
considerable  ulceration  and  associated  with  enlargement  and 
induration  of  the  submaxillary  glands. 

The  diagnosis  has  to  be  made  from  (a)  tertiary  glossitis 
and  gumma  of  the  tongue,  (b)  simple  dental  ulcers,  (c)  tubercular 
ulcers,  and  (d)  epithelioma. 

(a)  From    tertiary    glossitis    and    gumma    the    chancre    is 
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•distinguished  by  the  history,  adenitis,  and  the  Wassermann 
reaction  (in  the  early  stages),  but  as  in  any  case  general  anti- 
syphilitic  treatment  will  have  to  be  administered,  from  the 
patient's  point  of  view  the  diagnosis  is  not  of  much  importance. 

(b)  Simple  dental  ulcers  may  be  indurated  and  may  simulate 
a  lingual  chancre.     They  are,   however,   usually  found  at  the 
side   of  the   tongue   opposite   a   rough   or  broken   tooth.     The 
submaxillary   glands   are   not    affected,    or    if    they   are,    the 
enlargement  is  septic  in  type,  painful,  and  quite  different  from 
the  syphilitic  enlargement. 

(c)  Tubercular  ulcers  of  the  tongue  almost  invariably  occur 
in    patients    suffering    from    tuberculosis    elsewhere,     usually 
pulmonary,  the  patient  infecting  himself  with  his  own  sputum. 
The  tubercular  ulcer  is  long,  irregular,   and  sinuous  in  shape, 
tender    and    painful,    soft,    and    seldom    indurated.     Tubercle 
bacilli   are  more   easily  found  in  these    lesions    than  in  most 
tubercular  tissue,  so  that   it  is  worth  while   making  a  scraping 
and  staining  for  an  acid- fast  bacillus ;    failing  this,  a  guinea-pig 
may  be  inoculated.    As  in  the  case  of  the  lips,  the  finding  of  the 
treponema  is  apt  to  be  difficult,  owing  to  the  enormous  number 
of  spirilla  in  the  mouth. 

(d)  The  diagnosis  between  a  chancre  and  an  epithelioma 
has  been  referred  to  elsewhere,   but  to  epitomise  shortly,   the 
points  to  be  noted  are — the  age  of  the  patient,  the  history  of 
the  lesion  (rapid  or  slow  onset),  type  and  date  of  the  glandular 
enlargement,   and  the  microscopical  appearance. 

Chancre  o!  the  tonsil  is  rare,  and  in  consequence  is  liable 
to  error  in  diagnosis  in  the  early  stages,  especially  as  the  patient 
as  a  rule  does  his  best  to  deceive  the  physician.  One  tonsil  only 
is  infected,  and  the  character  of  the  lesion  may  vary  from  (i) 
a  slight  erosion  of  a  greyish  or  reddish  colour ;  (2)  an  indurated 
ulcer ;  (3)  an  anginal  form  simulating  the  ordinary  quinsy. 
The  differential  diagnosis  is  similar  to  that  of  chancre  of  the 
tongue.  That  is  to  say,  septic  lesions  like  ordinary  tonsillitis, 
quinsy,  and  tonsillar  abscess  may  be  simulated  by  the  eroded, 
ulcerous,  and  anginal  type  of  chancre ;  diphtheria  by  the  pseudo- 
membranous  exudation.  Tuberculous  ulcers  and  epithelioma 
may  more  rarely  give  trouble. 

Chancre  ol  the  Nose. — Nasal  chancres  are  rare.     They  occur 
both  round  the  orifices  and  internally.     The  former  are  usually 
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infected  by  kissing,  the  organism  gaining  entrance  through  the 
chafed  skin  following  a  nasal  catarrh  ;  the  latter  by  means  of 
instruments,  or  by  picking  the  nose  with  an  infected  finger. 
J.  D.  Rolleston  refers  to  a  case  of  intranasal  chancre  simulating 
diphtheria. 

Chancres  ol  the  Head  and  Neck. — These  may  be  seen  on 
any  part  of  the  head  or  neck.  They  are  generally  due  to  bites 
and  the  inoculation  with  infected  saliva,  or  they  may  occur 
in  the  beard  or  moustache  region  in  the  male  from  infected 
razors  and  shaving-brushes. 

Chancres  on  the  trunk,  apart  from  bites,  occur  most  fre- 
quently on  the  breast  and  in  the  neighbourhood  of  the  anus. 
The  former  are  practically  confined  to  women,  and  are  usually 
the  result  of  suckling  a  syphilitic  infant  with  infective  mouth 
lesions  or  rhagades  at  the  angles.  The  mother  is  usually  immune, 
so  that  it  is  found  most  often  in  wet-nurses  and  sometimes  in 
quite  young  girls  who  amuse  themselves  by  putting  the  infant 
to  their  breast.  It  is  generally  situated  at  the  base  of  the  nipple 
or  on  the  areola,  but  sometimes  on  the  skin  of  the  breast  itself. 
The  differential  diagnosis  must  be  made  between  cracked 
nipples  becoming  septic,  Paget's  disease,  and  more  rarely  from 
epithelioma.  There  is  seldom  much  difficulty  in  coming  to  a 
decision  if  the  infant  be  examined.  In  Paget's  disease  there 
is  a  basal  induration  not  unlike  that  of  the  chancre,  but  as  a 
rule  not  so  thick.  In  cases  of  doubt  a  scraping  should  be  made 
and  examined  microscopically.  If  large  numbers  of  pseudo- 
psorosperms  are  found,  it  is  in  favour  of  the  diagnosis  of  Paget's 
disease ;  whereas  if  the  treponema  is  found,  the  syphilitic  dia- 
gnosis is  of  course  clinched.  The  glands  usually  infected  are 
those  along  the  lower  border  of  the  pectoralis  major  muscle 
and  in  the  axilla,  according  to  the  position  of  the  chancre. 

Chancre  of  the  anus  is  rare,  and  chiefly  occurs  in  children 
as  the  result  of  criminal  assaults,  but  may  also  be  caused  by 
infected  instruments,  such  as  an  enema  syringe.  In  this 
situation  the  slit  type  of  chancre  is  fairly  common,  and  it  may 
be  situated  inside  or  outside  the  orifice.  The  differential 
diagnosis  has  to  be  made  from  anal  fissure,  which  is,  as  a  rule, 
smaller  and  very  much  more  painful.  It  is  difficult  to  appreciate 
induration  in  this  situation,  so  that  this  clinical  point  is  of  little 
value  as  a  guide.  The  adenopathy  is  generally  striking,  consisting 
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of  one  solitary  gland  at  the  extreme  outer  edge  of  Poupart's 
ligament,  others  becoming  enlarged  later.  Tuberculous  ulcers 
also  occur  in  this  neighbourhood,  but  do  not,  as  a  rule,  give 
much  trouble  in  diagnosis,  having  a  longer  history  and  being 
much  more  indolent  in  character. 

Chancres  on  the  limbs  are  usually  seen  on  the  upper  extremity, 
either  over  the  area  of  vaccination  or  on  the  hand.  Since  the 
introduction  of  calf  lymph,  vaccinal  chancres  are  practically 
non-existent,  but  in  the  old  days  of  direct  vaccination  from 
one  person  to  another,  they  were  by  no  means  uncommon. 

On  the  hand  the  primary  sore  is  usually  situated  on  the 
first  or  second  finger,  often  around  the  base  of  the  nail  or  on 
the  dorsum  of  the  hand  on  the  first  interdigital  cleft.  They 
occur  mostly  in  medical  men,  dentists,  and  nurses,  who  infect 
themselves  from  their  patients.  Frequently  no  visible  abrasion 
of  the  skin  can  be  detected,  and  it  has  been  suggested  that 
the  treponema  may  gain  entrance  through  a  hair  follicle.  The 
only  other  condition  which  simulates  a  chancre  of  the  finger 
is  a  septic  whitlow  or  onychia,  and  these  are  prone  to  occur  in 
the  same  professions.  The  chancre  is  as  a  rule  treated  as  a 
whitlow  in  the  first  instance,  and  it  is  only  when  the  brawny 
induration  develops,  instead  of  improving  under  treatment, 
that  a  primary  sore  is  suspected.  Being  on  the  radial  side 
of  the  hand,  the  glands  which  are  usually  infected  are  those  of 
the  axilla,  but  occasionally  the  epitrochlear  gland  may  be  enlarged. 
Unlike  most  primary  sores,  the  digital  chancre,  especially  when 
situated  around  the  nail,  is  apt  to  be  very  painful,  thus  rendering 
the  diagnosis  from  septic  lesions  more  difficult. 

The  methods  of  prevention  of  these  professional  chancres 
cannot  be  too  strongly  impressed  on  the  student  and  nursing 
staff.  All  attendants  in  a  venereal  clinic  should  wear  rubber 
gloves,  and  eve*i  where  this  is  done,  a  bowl  of  one- in- a- thousand 
biniodide  of  mercury  lotion,  or  some  other  similar  disinfectant, 
should  be  placed  on  the  table,  and  at  frequent  intervals  the  hands 
should  be  disinfected  in  it,  otherwise  in  a  moment  of  forgetfulness 
one  is  very  apt  to  rub  one's  face  in  order  to  relieve  some  slight 
irritation.  The  treponema  is  very  easily  killed  by  mercurial 
disinfectants,  so  that  just  dipping  the  hands  in  the  bowl  is 
sufficient.  Where  anyone  is  pricked  with  a  needle  which  has  been 
used  in  giving  injections  to  a  syphilitic  patient,  Metchnikoff's 
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30  per  cent,  calomel  ointment  should  be  rubbed  in  immediately. 
Where  the  prick  penetrates  deeply,  an  injection  should  be  made 
down  the  same  puncture  with  a  syringe  and  fine  needle  containing 
a  i  per  cent,  solution  of  benzoate  of  mercury  mixed  with  stovaine, 
which  will  be  found  under  the  heading  of  "  Treatment." 

Adenopathy. — The  neighbouring  lymphatic  glands  in  direct  com- 
munication with  the  chancre  almost  invariably  become  enlarged  in 
the  following  sequence.  When  the  chancre  is  first  noticed,  which 
is,  as  a  rule,  when  the  erosion  is  beginning,  a  solitary  gland  becomes 
enlarged  and  goes  on  growing  as  the  chancre  matures ;  it  has 
generally  reached  its  full  size  a  week  later,  by  which  time 
the  surrounding  lymphatic  glands  have  begun  to  enlarge.  The 
first  gland  generally  remains  the  largest  throughout.  The 
term  "  satellite  gland  "  has  been  given  to  the  original  one,  and 
"  Pleiades  "  to  the  smaller  glands  which  surround  it.  Confusion 
has  unfortunately  arisen  owing  to  some  authors  speaking  of  the 
group  of  smaller  glands  as  "  satellites."  The  glands  are  hard, 
movable,  painless,  smooth,  and  do  not  break  down.  Occasionally 
irregularities  are  seen  in  that  the  chancre  is  on  one  side  of  the 
penis  and  the  first  glands  to  be  enlarged  appear  in  the  opposite 
groin,  but  this  is  exceptional.  Sometimes  the  lymphatic  vessels 
themselves  can  be  seen  and  felt  as  moniliform  threads  on  the 
dorsum  of  the  penis ;  these  often  persist  until  the  chancre  heals. 
The  glands  remain  enlarged  long  after  the  chancre  has  healed, 
either  spontaneously  or  in  consequence  of  treatment,  and 
treatment  appears  to  have  little  influence  on  them.  The  general 
lymphatic  enlargement  occurs  at  or  about  the  same  time  as  the 
secondary  rash. 
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Although  one  can  say,  as  a  rule,  that  the  more  rapidly  the 
lesions  develop  in  syphilis,  the  more  malignant  in  type  will  be  the 
various  manifestations,  it  is  quite  impossible  to  foretell  anything 
as  regards  the  subsequent  course  of  the  disease  from  the  physical 
characteristics  of  the  chancre.  Because  the  incubation  period 
is  short,  or  the  primary  sore  acutely  inflamed  or  large  in  size, 
it  does  not  follow  that  the  later  course  of  the  disease  will  be 
severe.  Moreover,  the  more  dangerous  nervous  phenomena  are 
frequently  seen  following  very  trivial  primary  sores,  which 
may  or  may  not  have  been  diagnosed  as  such. 
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LOCAL  TREATMENT  OF  CHANCRES 

The  complete  excision  of  the  primary  sore  and  the  neigh- 
bouring lymphatic  glands  so  seldom  prevents  the  generalisation 
of  the  disease  that  it  is  rarely  worth  while  carrying  it  out.  With 
regard  to  local  applications,  the  practitioner  is  once  again  warned 
not  to  use  any  local  antiseptics  until  he  has  made  his  diagnosis, 
and  where  these  have  been  applied,  a  dressing  with  sterile  distilled 
water  should  be  employed  before  search  is  made  for  the  treponema. 
If,  however,  the  clinical  characteristics  are  such  that  a  diagnosis 
can  be  made  from  them  alone — and  in  the  vast  majority  of 
cases  this  is  so — active  treatment  may  be  started  at  once,  without 
waiting  for  the  decision  of  the  bacteriologist,  seeing  that  it 
is  universally  agreed  that  the  earlier  treatment  is  begun,  the 
greater  is  the  chance  of  producing  a  permanent  cure.  Never- 
theless, where  there  are  facilities,  it  is  advisable  to  confirm  the 
clinical  diagnosis  by  the  demonstration  of  the  treponema. 

In  the  majority  of  cases  where  active  general  treatment 
is  carried  out,  little  in  the  way  of  local  treatment  will  be  necessary. 
Where  the  primary  sore  remains  clean,  it  may  be  bathed  three 
times  daily  with  a  one-in-two-thousand  solution  of  biniodide 
or  perchloride  of  mercury  and  dusted  afterwards  with  powdered 
calomel  or  iodoform.  The  latter  has  the  drawback  of  its  well- 
known  objectionable  smell,  but  at  the  same  time  it  forms  an 
admirable  application.  Where  the  chancre  is  situated  in  a 
fold,  such  as  underneath  the  prepuce,  around  the  corona,  etc., 
the  contiguous  part  should  be  separated  by  a  piece  of  wool 
or  gauze  covered  with  the  dusting  powder.  The  old-fashioned 
dressing  of  black  wash  is  also  excellent,  but  it  has  the  drawback 
of  being  apt  to  cake,  so  that  when  it  is  used,  the  small  piece  of 
wool  or  gauze  soaked  in  it  should  be  renewed  every  three  or 
four  hours.  Under  no  circumstances  is  it  wise  to  use  either 
strong  caustics  or  the  actual  cautery. 

Where  the  chancre  is  much  inflamed  or  where  the  ulceration 
is  deep  and  there  are  signs  of  phagedaenism,  the  best  plan  is  to 
sit  the  patient  in  a  hip  bath  of  warm  boracic  solution  for  one 
hour  daily  ;  in  the  intervals  warm  fomentations  may  be  applied, 
or  as  a  variation,  cold  compresses  of  peroxide  of  hydrogen 
(5  vols.  strength)  ;  strong  mercurial  antiseptic  lotions  are  usually 
not  well  borne,  as  they  tend  to  harden  the  lesion.  Black  wash 
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and  iodoform  are  also  useful,  and  more  recently  the  old-fashioned 
treatment  of  dusting  on  powdered  sulphur  has  been  renewed 
with  good  results,  as  it  produces  a  reaction  which  is  followed 
by  an  active  growth  of  healthy  granulation-tissue. 

Where  the  chancre  is  concealed  beneath  the  prepuce  which 
cannot  be  withdrawn,  a  fine  catheter  may  be  employed  to 
irrigate  the  part,  or  a  dorsal  slit  may  be  made  under  a  general 
anaesthetic  and  more  thorough  local  treatment  carried  out. 
It  is  usually  unwise  to  do  a  complete  circumcision  at  the  time, 
but  this  may  be  done  when  the  sore  is  healed.  Speaking  as  a 
general  rule,  the  modern  procedure  is  to  use  mild  local  applications 
and  cicatrise  the  chancre  by  means  of  general  treatment. 

Where  the  chancre  is  within  the  urethra,  the  patient  should 
be  given  large  quantities  of  bland  fluid  to  drink,  so  as  to  dilute 
the  urine  as  much  as  possible. 

In  chancres  on  the  face,  and  especially  where  there  is  marked 
hypertrophy,  potassium  iodide  will  assist  in  reducing  the  unsightly 
sore,  the  theory  of  the  older  text-books,  that  potassium  iodide 
should  only  be  used  in  the  later  stages  of  the  disease,  being 
no  longer  held.  It  should,  however,  be  clearly  understood 
that  it  is  not  being  used  as  a  curative  of  syphilis,  but  simply 
as  a  solvent  of  plasmomas.  These  hypertrophic  chancres, 
and  more  especially  the  ones  inside  the  mouth,  are  often  benefited 
by  the  insufflation  of  calomel  directly  on  to  the  ulcer.  This  is 
done  by  placing  ten  grains  of  calomel  into  a  glass  tube  which 
is  pointed  at  one  end  and  at  the  other  has  a  rubber  bellows 
connected  by  a  short  length  of  rubber  tubing.  A  spirit-lamp 
is  hung  below  the  glass  tube,  and  when  the  calomel  begins  to 
vaporise  from  the  heat,  a  gentle  stream  of  air  from  the  bellows 
carries  it  and  deposits  it  as  a  fine  powder  upon  the  ulcer.  In 
addition,  mild  gargles  of  hydrogen  peroxide,  5  vols.,  may  be 
used  which  benefit  chiefly  by  their  mechanical  effect. 


CHAPTER    IV 
THE    SECONDARY    PERIOD,    EARLY    AND    LATE 

THE  SECONDARY  PERIOD 

THE  secondary  period  is  especially  characterised  by  lesions  of 
the  skin.  It  is  true  that  other  phenomena  occur  in  combination 
with  them,  but  as  this  book  is  concerned  with  dermatological 
elements  primarily,  the  cutaneous  eruptions  will  be  dealt  with 
in  detail  and  the  concomitant  signs  and  symptoms  will  be  referred 
to  more  briefly. 

If  a  case  be  diagnosed  early  and  general  energetic  treatment 
carried  out,  there  iriay  be  no  secondary  manifestations  ;  again, 
if  the  diagnosis  be  made  in  the  later  stages  of  the  primary  sore 
or  if  only  a  mild  treatment  be  given,  the  secondary  eruptions 
on  the  skin  may  be  considerably  delayed  in  time  and  their 
appearance  modified  so  as  frequently  to  be  unnoticed  by  the 
patient.  Even  in  untreated  cases  amongst  those  who  do  not 
pay  much  attention  to  personal  cleanliness,  the  secondary  rash, 
owing  to  its  want  of  subjective  symptoms,  is  often  first  observed 
by  the  physician  when  making  his  examination. 

GENERAL  CHARACTERISTICS  OF  SECONDARY  CUTANEOUS  LESIONS 

Although  the  manifestations  of  syphilis  in  the  secondary 
stage  are  so  varied  and  multitudinous,  there  are  certain  features 
common  to  the  majority  of  cases  which  help  to  distinguish 
it  from  other  skin  diseases.  They  are  as  follows  : 

i.  Polymorphism.  —  Practically  every  form  of  cutaneous 
lesion  may  be  met  with  in  different  cases  of  syphilis  or  from 
time  to  time  in  the  same  case,  and  at  any  given  moment  the 
patient  may  show  lesions  of  two,  three,  or  more  types.  In 
conditions  like  psoriasis,  Lichen  planus,  or  acne,  the  lesions 
are  all  of  a  single  characteristic  type ;  in  syphilis  one  may  see 
at  the  same  time  lesions  which  are  scaly  like  psoriasis,  flattened, 
angular,  and  shiny  like  Lichen  planus,  and  pustular  like  acne. 
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FIG.  2. — EARLY    NODULAR    SYPHILIDE,  SHOWING   CHARACTERISTIC  ARRANGEMENT  IN 
BROKEN  CIRCLES  AND  HORSESHOES  AND  A  TENDENCY  TO  BILATERAL  SYMMETRY. 
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This  polymorphism  is  peculiar  to  syphilis,   and  an  extremely 
important  point  in  making  the  diagnosis. 

Speaking  generally,  the  character  of  the  rash  depends  on 
the  type  of  skin  of  the  patient ;  that  is  to  say,  in  a  person  with 
a  greasy  skin  and  subject  to  acne,  the  syphilitic  rash  will  tend 
to  simulate  acne  or  seborrhceic  dermatitis,  while  in  a  person 
with  a  dry  scaly  skin  it  will  tend  to  be  psoriasiform.  Further, 
the  rash  will  vary  in  different  parts  of  the  body ;  in  the  seborrhceic 
areas,  such  as  the  face  and  back,  it  will  be  acneiform  in  type,  and 
in  the  drier  parts  psoriasiform. 

2.  Colour    o!    the    Lesion. — The   majority   of   the   syphilides 
present  a  peculiar  tint  which  has  been  aptly  described  as  coppery 
or   raw- ham   colour.      This   is   explained    by   the    histological 
structure,   which  consists  chiefly  of    a   plasma-cell  infiltration 
in   the  corium   surrounding  the  blood   capillaries.     When   the 
syphilide  is  firmly  pressed  with  a  diascope  and  the  blood  squeezed 
out,  the  brownish- yellow  stain  due  to  the  plasma-cell  infiltration 
remains ;    but  as  soon  as  the  pressure  is  relieved,   the  blood 
returns  and  the  lesion  assumes  a  redder  tint. 

3.  Induration. — Apart    from    the    roseolar    and    pigmentary 
lesions,  the  syphilides  as  a  rule  are  definitely  indurated,  owing 
to    the    infiltration    with    the    cells    referred    to    above.      This 
infiltration  is  very  often  best  detected  by  palpating  with  the 
finger-tips  with  the  eyes  closed ;    in  this  way  the  judgment  is 
not  misled  by  the  eye. 

4.  Configuration.  —  The   lesions   vary   greatly  in   shape   and 
size,  but  often  display  certain  common  characteristics.      Thus 
they    are    usually    discrete,    although    occasionally    confluent, 
especially  in  the  papular  type,  which  resembles  measles.     In 
grouping  they  favour  serpiginous  and  gyrate  figures,  circles  and 
segments  of  circles,  a  broken,  interrupted  circle  being  especially 
suggestive  of  syphilis ;    occasionally  a  circular  lesion  undergoes 
involution  in  the  centre,  giving  rise  to  a  rosette  or  concentric 
circles. 

5.  Distribution.  —  The  early  secondary  eruptions  are  usually 
bilateral  and  symmetrical  and  are  seen  especially  on  the  sides 
of  the  trunk,  the  face,  and  the  flexor  aspects  of  the  limbs;  oc- 
casionally they  are  widely  distributed  over  the  whole  cutaneous 
surface.     The  later  lesions  as  a  rule  are  not  so  symmetrical 
and  are  much  more  localised  to  one  area  of  the  body. 
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6.  Presence  o!   the  Treponema.  —  The  organism  is  found  in 
all  the  cutaneous  lesions,  but  naturally  more  easily  in  the  earlier 
ones,  and  only  with  extreme  difficulty  in  the  very  late  manifesta- 
tions.    It  can  be  demonstrated  either  by  artificially  blistering 
the  skin  over  a  papule,  or  by  friction,  scraping,  and  examination 
of  the  exuding  serum. 

7.  Therapeutic   Test.  —  Nearly   all   the   cutaneous   syphilides 
resolve   rapidly   under   suitable   treatment   with   the   arsenical 
compounds  and  mercury.     Too  much  reliance,  however,  must 
not   be   placed   in   this   test   for  diagnosis,  because  many  skin 
diseases  which  resemble  syphilis  are  apt  to  disappear  of  their 
own  accord,  and  if  anti- syphilitic  treatment  is  being  given  at 
the  same  time,  a  false  conclusion  may  be  drawn.     This  is  especially 
so  in  a  condition  like  Pityriasis  rosea,  which  runs  a  more  or  less 
definite  course  and  disappears  spontaneously. 

8.  Subjective   Symptoms. — As   a  general  rule  these  are  con- 
spicuous by  their  absence  in  the  secondary  syphilides,  but  this 
rule  is  not  absolute.     The  symptom  of  itching  depends  as  much 
on  the  individual  as  on  the  disease.      I  have  had  under  my 
care  a  case  of  a  neurotic  young  woman  suffering  from  early 
secondary  syphilis  in  whom  the  itching    was  so  intense  that 
she  tore  herself  with  her  nails  to  relieve  it.     Pain  and  tenderness 
are   always   negligible,    except   where   the   lesions   are   cracked 
and  pus  organisms  gain  entrance,  or  where,  in  the  later  stages, 
the  periosteum  is  involved. 

9.  Evolution,    Duration,    and    Resolution. — The    earliest    signs 
of  the  macular  roseolar  rash  are  generally  seen  six  weeks  after 
the  appearance  of  the  primary  sore,   forty  to  forty-five  days 
being  the  common  length  of  the  secondary  incubation  period. 
After  the  first  appearance  of  the  macules  on  the  flanks,  the  rash 
spreads  over   the  rest  of  the  body  very  rapidly,  generally  in 
the  course  of  three  or  four  days. 

The  papular  eruption  follows  closely  on  the  macular,  in 
some  cases  the  actual  macules  becoming  indurated  and  replaced 
by  papules,  in  others  the  papules  arising  independently  on  an 
otherwise  normal  skin.  This  association  of  macules  fading 
and  papules  coming  out  is  very  important  for  diagnosis,  and 
occurs  in  no  other  disease  except  leprosy. 

The  intensity  and  the  duration  vary  enormously,  but  as 
a  rule  the  earlier  rashes  are  more  transient  and  will  disappear 
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in  a  few  weeks  without  treatment  if  left  alone.  The  later  papular 
and  nodular  eruptions  are  more  stable,  and  if  untreated  may 
last  for  months  or  years.  They  are  often  affected  by  acute 
intercurrent  disease,  however,  such  as  pneumonia  and  the 
exanthems,  and  in  this  resemble  other  chronic  diseases  of  the 
skin,  such  as  psoriasis.  A  striking  example  of  this  was  seen 
in  a  case  which  came  under  my  care,  where  the  skin  rash 
ultimately  proved  to  be  a  syphilide ;  it  had  lasted  between 
seven  and  eight  years,  and  had  disappeared  on  three  occasions 
during  that  time,  once  during  typhoid  fever  and  twice  during 
bad  attacks  of  malaria.  On  each  occasion  the  syphilide 
reappeared  as  soon  as  the  febrile  attack  was  over. 

In  resolving,  nearly  all  the  syphilides  leave  a  certain  amount 
of  stain ;  as  a  rule,  the  greater  the  inflammatory  disturbance, 
the  greater  is  the  resulting  pigmentation.  This  pigmentation 
is  in  no  way  consequent  on  the  arsenical  treatment,  and  is 
discussed  below  under  the  heading  of  "  Pigmentary  Syphilides.'* 

Another  characteristic,  especially  of  the  later  eruptions,  OIL 
resolving,  is  that  they  leave  scarring  even  though  no  ulceration 
of  the  surface  has  taken  place.  This  process  of  producing 
scar-tissue  in  the  corium  without  destroying  the  overlying 
epidermis  is  practically  confined  to  syphilis  and  leprosy.  A 
somewhat  similar  condition  occurs,  for  example,  in  the  lineae 
albicantes  on  the  abdomen  of  parturient  women ;  but  here,  of 
course,  the  method  of  production  is  entirely  different. 

.  GENERAL  PATHOGENESIS 

Although  the  cutaneous  syphilides  display  an  extraordinary 
multiformity  in  their  clinical  appearances,  their  pathogenesis 
is  much  simpler,  being  uniform  in  kind  while  differing  in  degree. 
The  lesions  are  the  result  of  the  presence  of  the  Treponema 
pallidum  in  the  corium,  and  are  the  clinical  evidence  of  the 
reaction  of  the  tissues  to  this  organism.  The  treponema  reaches 
the  skin  via  the  blood-stream,  and  causes  at  first  merely  a 
dilatation  of  the  superficial  cutaneous  capillaries,  and  so  gives 
rise  to  the  early  erythematous  or  roseolar  rashes.  Very  soon, 
however,  there  is  a  slight  proliferative  change  in  the  endothelium 
of  the  vessels.  The  processes  of  dilatation  and  proliferation 
are  then  associated  with  an  infiltration  of  plasma  cells  around 
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the  capillaries  and  an  increase  of  the  supporting  fibrous  tissue. 
It  is  this  infiltration  of  plasma  cells  and  a  few  small  lymphocytes 
which  produces  the  induration  which  is  observed  clinically. 
In  most  cases  the  process  stops  at  this  stage  and  resolves  with 
the  formation  of  fibrous  tissue  ;  but  if  the  infiltration  extends 
more  deeply  and  the  proliferation  of  the  vascular  endothelium 
is  carried  to  excess,  the  vessels  become  blocked  and,  the  blood- 
supply  being  cut  off,  the  lesions  tend  to  break,  down  and  ulcerate, 
and  scarring  is  inevitable. 

Histo-pathology. — Under  the  microscope  sections  of  indurated 
secondary  lesions  resemble  in  most  of  their  characteristics  those 
described  under  the  primary  sore  ;  that  is  to  say,  the  infiltration 
is  made  up  for  the  greater  part  of  plasma  cells,  although  it  is 
not  so  pure  a  plasmoma  as  that  of  yaws.  These  cells  are  best 
stained  with  Pappenheim  stain,  which  consists  of  pyronin  and 
methyl  green,  and  has  a  specific  action  in  staining  the  protoplasm 
a  rosy  pink  and  the  nucleus  blue.  In  detail  their  structure 
is  characteristic,  the  vast  bulk  of  the  cells  are  ovoid  in  shape, 
with  the  nucleus  situated  either  excentrically  at  the  smaller 
end  of  the  ovoid,  or  sometimes  at  the  extreme  limit  of  the  cell 
and  bulging  beyond  the  normal  contour  of  the  cell-wall.  The 
nuclear  bodies  have  a  characteristic  arrangement  which  has 
been  called  "  cart-wheel "  ;  that  is  to  say,  there  is  a  central  mass 
which  represents  the  hub,  and  as  a  rule  five  or  six  bodies  situated 
at  the  perimeter  of  the  nucleus  and  connected  with  the  central 
mass  by  fine  threads  representing  the  spokes  of  the  wheel.  These 
cells  are  also  differentiated  by  Unna's  polychrome-methylene 
blue,  but  to  a  less  extent  than  with  the  above  stain. 

As  in  the  primary  sore,  the  plasma  cells  tend  to  arrange 
themselves  in  rows  between  the  collagen  bundles,  and  corio- 
plaques  or  multinucleated  plasma  cells  are  also  seen.  In  lesions 
occurring  later  in  the  disease,  especially  those  of  a  nodular  type, 
giant  cells  similar  to  those  found  in  tubercle  may  be  met  with. 
These  giant  cells,  however,  are  usually  more  complete  in  outline 
than  the  tuberculous  variety,  and  have  fewer  nuclei  round  the 
edges ;  for  example,  in  a  large  tuberculous  giant  cell  60  to  100 
or  more  nuclei  are  not  uncommon,  whereas  in  syphilis  20  to  30 
is  the  usual  limit.  The  basophilic  degeneration  and  poor  staining 
qualities  which  are  so  characteristic  of  the  tubercular  giant 
cell  are  not  so  marked  in  syphilis. 


.   3. 


(a) 


(a)  Section  of  an  early,  indurated,  secondary  syphilitic  papule  stained  with  Pappenheim 
stain,  showing  a  large  number  of  plasma  cells  with  nuclei  placed  eccentrically, 
and  one  corioplaque  or  multi-nucleated  plasma  cell. 


The  same  under  higher  power  showing  granules  in  the  protoplasm  at  the  end  away 
from  the  nucleus,  and  the  so-called  "cartwheel"  structure  in  the  nucleus 
itself.  (Seep.  34.) 


To  face  p.  34- 
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The  characteristic  arteritis  occurs  in  the  vessels  of  the  skin 
as  in  all  syphilitic  lesions,  and  is  referred  to  on  page  79. 

As  regards  the  epidermis,  the  changes  vary  according  to 
whether  or  not  ulceration  has  taken  place.  In  the  plain  papules 
the  epidermis  is  usually  thickened ;  in  the  later  stages  some 
degree  of  parakeratosis  is  always  present.  It  is  most  marked 
in  eruptions  of  the  papulo-squamous  type,  in  which  occasionally 
multiple  microscopic  abscesses  may  be  seen  between  the  epidermal 
scales,  similar  to  those  found  in  psoriasis. 

CLASSIFICATION  OF  SECONDARY  RASHES 

The  varieties  of  cutaneous  lesions  met  with  in  syphilis  are 
so  numerous  that  their  classification  is  extremely  difficult.  It 
has  been  said  that  there  is  no  disease  of  the  skin  which  syphilis, 
the  great  imitator,  does  not  copy.  One  might  even  go  further, 
and  say  that  in  addition  to  the  ordinary  morbid  conditions, 
it  also  imitates  artificially  produced  lesions  such  as  drug  rashes, 
and,  paradoxical  as  it  may  seem,  it  even  copies  itself.  As  an 
example  of  the  latter  point  we  have  seen  already  how  the  primary 
sore  may  be  simulated  by  the  chancriform  gumma,  and  in  the 
secondary  stage  a  late  macular  rash  may  closely  resemble  the 
early  roseola.  It  is  not  to  be  wondered  at,  therefore,  that  the 
diagnosis  of  the  syphilitic  rashes  is  difficult  and  frequently  missed. 

Attempts  have  been  made  to  classify  the  secondary  rashes 
in  the  chronological  order  of  their  appearance,  but  this  is  difficult, 
as  no  hard-and-fast  rule  is  followed,  and  many  of  the  types  recur 
at  intervals  throughout  the  disease.  I  have  thought  it  better, 
therefore,  to  attempt  a  clinical  classification  according  to  the 
dermatological  elements  they  exhibit,  and  have  tabulated  them 
accordingly.  Each  type  will  be  considered  in  detail,  together 
with  its  differential  diagnosis  from  the  particular  skin  disease 
it  tends  to  imitate.  Reference  will  also  be  made  to  the  time 
of  appearance  of  the  different  eruptions  where  this  is  of  special 
significance. 


Group  I— Macuiar  Syphilides. 

1.  Early  roseola  (large  and  small). 

2.  Late  roseola  (macular  recidive). 

3.  Macular   pigmentary. 


36  SYPHILIS    AND    ITS    TREATMENT 

Group  II— Papular  Syphilides. 

1.  Papular  syphilides  without  any  alteration  of  the  epidermis. 

These    may    be    further    subdivided    according     to     other 
characteristics  which  they  may  show  . 

(a)  (Non- grouped).  Lenticular,  miliary  (lichenoid), 
granular,  punctate,  follicular  (large  and  small). 

(6)  (Grouped).  Corymbose,  bouquet,  cockade,  "num- 
mulaire  en  nappe,"  circinate,  rosette,  concentric. 

(c)  Nodular. 

(d)  Diffuse  syphilomatous. 

(e)  Purpuric. 

(/)  Pigmentary,    nigricans. 

2.  Papular  syphilides  with  special  alteration  of  the  epidermis. 

(d)  Papulo-squamous,   such  as  : 

Psoriasiform  (round  and  circinate). 

Pityriasiform. 

Eczematoid. 

Hyperkeratotic  and  rhagades. 

Exfoliative. 
(6)  Papulo- erosive  or  condylomata,  such  as  : 

Simple  mucous  plaques. 

Hypertrophic   (with   warty   growths). 

Circinate. 

Erosive  papules  with  diphtheroid  exudation. 

3.  Papular  syphilides  with  the  additional  formation  of — 

(a)  Vesicles. 

Miliary  (small  vesicles  ;    eczematoid). 
Herpetiform   and   varicelliform  (larger  vesicles). 
Varioliform. 

(b)  Pustules. 

Impetigenous. 

Acneiform. 

Papulo- pustulo- ulcerous,  ecthyma,  rupia. 

(c)  Ulcers. 

Papulo- ulcerous. 

Malignant,    gangrenous    (early    and    late). 

Purpuric. 


FIG.  4. 

A  confluent  macular  syphilide  of  the  urticarial  type,  resembling  measles. 
(Seep.  37.) 


To  face  p.  37. 
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(d)  Bullae. 

Pemphigoid  in  new-born  (palms  and  soles). 
Pemphigoid  in  adults   (probably  does  not  exist 
apart   from   Streptococci). 

(e)  Framboesioid   (simulating  yaws). 

Group  m— -Gummas. 

GROUP  I 
1.  Early  Roseola 

The  lesions  of  the  early  roseolar  rash  are  observed  in  two 
sizes,  one  about  the  diameter  of  a  split- pea,  the  other  as  big 
in  diameter  as  a  threepenny- piece  or  even  bigger.  In  the  first 
instance  they  appear  as  a  faint  rosy  flush,  and  being  due  to 
simple  capillary  dilatation,  are  level  with  the  surrounding  skin 
and  give  no  sense  of  induration  to  the  touch.  Sometimes,  how- 
ever, after  a  few  days  they  become  slightly  raised  and  a  little 
paler  in  colour,  resembling  the  lesions  of  urticaria  (the  "urticarial 
roseola"  of  Fournier).  This  type  of  eruption  is  often  confluent, 
and  occasionally  resembles  both  in  its  general  aspect  and  in  the 
crescentic  outline  of  the  lesions  the  rash  seen  in  measles;  in 
some  cases  the  similarity  is  very  great,  a  raised  temperature, 
headache,  and  suffusion  of  the  conjunctivas  being  present.  In 
such  instances  Koplik's  spots  on  the  buccal  surface  of  the  cheek 
should  always  be  looked  for,  but  must  not  be  mistaken  for 
mucous  plaques.  Bronchitis,  present  in  measles,  is  as  a  rule 
absent  in  syphilis.  The  remains  of  a  chancre,  enlarged  glands 
in  the  groin,  and  a  positive  Wassermann  reaction  will,  of  course, 
clinch  the  diagnosis  of  syphilis,  but  frequently  the  Wassermann 
reaction  has  not  become  positive  so  early  in  the  secondary 
stage  as  this  (see  Fig.  4). 

Another  rash  which  this  type  of  roseola  may  copy  is  that 
due  to  copaiba ;  in  this  case  the  macules  and  urticarial  lesions 
are  more  discrete  and  rather  livid  in  hue.  But  the  resemblance 
may  be  so  close  that  it  is  only  by  getting  the  history  or  finding 
other  definite  signs  of  syphilis  that  the  diagnosis  can  be 
established.  The  error  of  mistaking  the  copaiba  rash  for  syphilis 
is  more  likely  to  occur  than  the  converse,  because  the  patient, 
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in  giving  his  history,  is  very  apt  not  to  distinguish  between 
a  sore  on  the  penis  and  a  urethral  discharge. 

The  ordinary  macular  rash — that  is  to  say,  one  which  is  not 
urticarial  in  type — as  it  gets  older  becomes  more  irregular  in 
outline,  fades  unevenly,  and  leaves  the  skin  rather  mottled 
and  blotchy.  This  syphilide  is  the  earliest  to  appear,  averaging 
about  six  weeks  after  the  appearance  of  the  primary  sore.  It 
lasts  for  from  three  days  to  a  month,  and  as  it  fades  in  certain 
parts  of  the  body  it  is  apt  to  be  replaced  by  one  of  the  pigmentary 
syphilides  referred  to  below,  or  the  macules  may  develop  into 
a  papular  rash.  It  is  seen  best  on  the  sides  of  the  trunk,  the  neck, 
and  the  flexor  aspects  of  the  limbs.  Its  onset  is  accompanied 
by  certain  constitutional  symptoms,  such  as  headache,  sore 
throat,  pains  in  the  long  bones  and  joints,  enlargement  of 
lymphatic  glands,  and  a  rise  in  temperature. 

Sometimes  the  roseolar  rash  is  recurrent,  reappearing  at 
intervals  for  some  years.  Many  of  these  cases  are  undoubtedly 
mercurial  rashes,  but  some  of  them  occur  in  patients  who  have 
had  no  treatment  for  a  considerable  time.  This  type  of  recurrent 
erythematous  rash  may  resemble  Erythema  multiforme  and 
may,  in  addition,  be  accompanied  with  pains  in  the  joints  similar 
to  those  found  in  this  condition  ;  the  distribution  is,  however, 
quite  different,  Erythema  multiforme  occurring  on  the  exposed 
parts,  such  as  the  face  and  backs  of  the  hands,  whereas  the 
syphilide  occurs  more  on  the  trunk. 

2.  Late  Roseola  (macular  recidive) 

The  late  macular  syphilide  is  not  common,  but  it  is  quite 
definitely  established  and  has  nothing  to  do  with  mercurial 
eruptions  on  the  skin.  It  may  occur  as  late  as  twenty  or  thirty 
years  after  the  primary  sore,  and  its  macules  are  usually  larger 
in  size  and  more  irregular  in  outline  than  those  of  the  early 
roseola.  Its  duration  may  be  from  one  week  to  several  months, 
and  it  has  a  habit  of  coming  and  going ;  it  reacts  to  treatment, 
but  not  so  rapidly  as  the  earlier  lesions. 

Pathology.—  Sections  of  an  erythematous  macule  show  a 
dilatation  of  the  superficial  capillaries,  the  beginning  of  the 
proliferation  of  the  endothelium,  and  a  slight  deposit  of  lympho- 
cytes around  the  dilated  capillaries.  The  treponema  has  been 


FIG.  6. 

Shows  a  large  recurrent  inacular  rash  in  a  patient  suffering  from  jaundice  also 
due  to  syphilis.     (Seep.  83. ) 


To  face  p.  j8. 


Fig.    7. — Shows    the    commonest    type    of   pigmentary    syphilide 

of  the  neck. 

(To  face  p.  39) 
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jfIG>  5. — TYPICAL  SMALL  MACULAR  SYPHILIDE 
DEVELOPING  INTO  LENTICULAR  PAPULES 
TOGETHER  WITH  EARLY  SQUAMOUS 
PALMAR  LESIONS. 
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found  in  the  dilated  blood-vessels  and  among  the  lymphocytes 
surrounding  them ;  there  are  no  plasma  cells  or  corio- plaques 
at  this  early  stage. 

Diagnosis. — The  recognition  of  a  well-marked  roseola  presents 
no  great  difficulty,  as  in  most  cases  the  lesions  are  typical,  both 
in  situation  and  aspect.  There  is,  in  addition,  the  associated 
enlargement  of  the  lymphatic  glands,  etc.  The  Wassermann  test 
at  this  stage  is  unreliable,  but  if  positive  supports  the  diagnosis. 
The  remains  of  the  primary  sore  can  nearly  always  be  found 
by  the  physician  if  carefully  looked  for,  though  it  may  be 
unnoticed  by  the  patient,  especially  in  the  female  sex. 

3.  Macula!  Pigmentary 

All  lesions  of  syphilis  are  apt  to  leave  a  pigmented  stain 
on  healing.  But  there  is  also  a  definite  group  of  pigmentary 
syphilides  occurring  early  in  the  secondary  stage.  Some  are 
consequent  on  a  preceding  macular  or  papular  eruption,  but 
at  least  one  is  definitely  primary  and  appears  on  perfectly  healthy 
skin  without  any  preceding  eruption.  They  all  occur  on  the 
neck  and  upper  part  of  the  trunk,  and  are  most  frequently  seen 
in  women,  but  have  been  observed  also  in  males,  especially 
in  those  of  a  feminine  type.  They  last  a  considerable  period, 
sometimes  as  long  as  a  year  or  eighteen  months,  are  not  affected 
by  treatment,  and  are  pathognomonic  of  syphilis.  For  purposes 
of  description,  they  may  be  divided  into  three  kinds  : 

1.  The  commonest  form  consists  of  a  diffuse  pigmentation 
of  the  neck  with  white,  or  at  any  rate  depigmented,  circular 
areas  scattered  about,  so  that  the  condition  is  really  a  melano- 
leucodermia  (see  Fig.  7).      The  depigmented  areas,   as  a  rule, 
mark   the   situations   where   macules   of   the   ordinary   roseola 
have  been,  but  in  some  cases  the  roseolar  lesions  are  so  slight 
as  to  pass  unnoticed,  so  that  some  authorities  have  maintained 
that  this  pigmentary  syphilide  may  appear  of  its  own  accord 
without   any   preceding   eruption: 

2.  A  second  variety  of  pigmentary  syphilide  is  really  an 
exaggeration  of  the  previous  one,  and  follows  on  more  marked 
secondary  lesions,   generally   of    the   papular    type.     In   it,   in 
addition   to  the   white   spots  on   a   diffusely   pigmented   back- 
ground, there  is  a  ring  of  increased  pigmentation  around   the 
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white  spots ;    in  some  cases  this  is  so  exaggerated  as  to  be 
almost  black. 

3.  The  third  type  is  different  from  the  above  in  that  it  is 
not  preceded  by  any  other  syphilitic  eruption.  It  consists 
of  a  criss-cross  network  of  pigmented  lines  containing  within 
their  meshes  areas  of  skin  which  are  normal  in  colour.  We 
have,  therefore,  in  this  case  an  increase  of  pigment  in  some 
areas,  but  no  diminution  in  others. 

Diagnosis. — The  diagnosis  of  these  pigmentary  syphilides 
is,  as  a  rule,  obvious.  They  occur  in  the  neighbourhood  of  the 
neck  only  ;  they  have  not  the  large  blotchy  effect  of  vitiligo, 
which  also  has  a  more  general  distribution,  selecting  the  exposed 
parts,  such  as  the  face  and  hands ;  nor  do  they  resemble  the 
pigmentation  seen  in  suprarenal  disease,  which  occurs  in  naturally 
pigmented  areas,  especially  where  there  is  constriction,  and  is 
associated  with  other  general  symptoms ;  nor  the  mottling 
seen  ia  von  Recklinghausen's  disease,  which  tends  to  occur 
anywhere  on  the  back  and  is  always  associated  with  neuro- 
fibromatous  growths.  Occasionally  in  young  women  suffering 
from  chlorosis  there  is  pigmentation  of  the  neck,  but  this 
consists  chiefly  of  a  band  of  pigmentation  along  the  top  of  the 
collar. 

Pathogenesis. — It  is  not  so  easy  to  understand  exactly  how 
these  pigmentary  syphilides  are  produced.  As  regards  those 
which  are  secondary  to  lesions  of  an  inflammatory  nature,  such 
as  the  papular  syphilides,  it  has  jpeen  suggested  that  the  pigment 
is  carried  by  the  polymorphonuclear  leucocytes  from  the  centre 
towards  the  periphery  of  the  lesion,  and  it  is  certain  that  there 
are  no  chromatophores  or  large  branched  pigment- carrying 
cells,  as  seen  in  some  animals,  to  do  this  work.  This  would 
account  for  the  white  spots  surrounded  by  the  dark  ring  only, 
and  not  for  the  diffuse  pigmentation,  nor  for  the  types  in  which 
there  is  no  preceding  inflammatory  disturbance.  Another 
theory  is  that  the  melano-leucodermia  is  analogous  to  that 
seen  in  vitiligo  and  is  of  nervous  origin. 


Fig.    8. — Typical    lenticular    syphilide    of    which    some    of    the 
elements  on  the  forehead  are  just  beginning  to  be 

slightly  scaly. 

(7~<>  face  p.   41) 


FIG.  9. 

Shows  an  ungrouped  lichenoid  syphilide  extensively  distributed  over  the  body, 
the  elements  being  confluent  on  the  face.     (See  p.  41.) 


To  face  b.  d.1. 
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FIG.  10. 


Shows  a  mixed  papular  syphilide,  the  bulk  of  the  elements  being  of  a  lenticular 
type,  the  rest  ungrouped  lichenoid.     (See  p.  41.) 


J 


FIG.  ii. — THE  LARGER  GROUPED  LICHENOID  SYPHILIDE,  USUALLY  APPEARING  LATER 
IN  THE  DISEASE  THAN  THE  SMALLER  AND  MORE  COMMON  LICHENOID  RASH. 
(Seep.  41.) 
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GROUP  II 
1.  Papular  Syphilides  without  any  Special  Alteration  of  the  Epidermis 

These  papular  syphilides  follow  closely  the  roseolar  rash,  the 
macules  either  being  replaced  by  papules  through  an  infiltra- 
tion with  plasma  cells,  or  the  papular  lesions  coming  up 
independently. 

(a]  The  non-grouped  varieties  are  lenticular,  miliary  (lichenoid), 
granular,  punctate,  follicular  (large  and  small). 

These  terms  overlap,  and  the  grouped  varieties  named  below 
are  simply  made  up  of  these  elements. 

The  lenticular  is  the  commonest  type  of  syphilitic  rash, 
consisting  of  the  ordinary  coppery-hued  or  raw-ham  papules, 
and  quite  three-quarters  of  the  cases  show  this  type  of  rash 
at*  one  time  or  another.  The  papules  vary  in  diameter  from  a 
split-pea  or  lentil  to  that  of  a  threepenny-piece.  They  may 
appear  on  any  part  of  the  body,  face,  scalp,  palms,  or  soles, 
and  in  the  clefts,  such  as  the  axillae,  groin,  periarial  region,  etc., 
they  form  the  moist  lesions  occasionally  covered  with  a  diph- 
theroid  exudate  which  are  called  "  condylomata  "  and  are  referred 
to  on  page  50. 

The  duration  of  these  lenticular  papules  is  much  longer 
than  that  of  the  roseolar  rash.  They  usually  last  two  or  three 
months,  but  if  left  untreated  they  continue  for  a  year  or  even 
longer,  and  on  fading  they  leave  a  certain  amount  of  pigmentation. 

The  names  "miliary,"  "lichenoid,"  "granular,"  "punctate," 
and  "follicular"  eruptions  have  been  given  to  a  finer  type  of 
papular  rash  which  may  be  seen  particularly,  in  the  early  stages 
of  the  secondary  period.  This  fine  type  of  rash  is  practically 
confined  to  the  trunk,  and  its  duration,  as  a  rule,  is  not  so  long 
as  that  of  the  larger  lenticular  variety. 

The  term  "  lichenoid  "  has  been  used  because  this  eruption 
resembles  that  of  Lichen  planus  in  that  the  papules  are  small, 
flattened,  and  angular,  but  it  differs  in  showing  neither  the 
milky  striae  nor  the  peculiar  lilac  hue  which  are  characteristic 
of  that  disease,  and  in  being  associated  with  no  subjective 
symptoms,  whereas  itching  is  nearly  always  a  constant  symptom 
in  Lichen  planus.  The  slight  pitting  in  the  centre  or  umbilication 
is,  however,  seen,  especially  when  the  rash  is  follicular. 
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The  terms  "granular"  and  "punctate"  have  been  used 
to  designate  this  type  of  rash  when  minute  bright  red  spots 
are  scattered  amongst  the  other  papules.  The  whole  rash, 
being  only  slightly  raised  above  the  level  of  the  skin,  may  therefore 
resemble  a  fading  scarlet  fever,  but  the  differential  diagnosis 
presents  little  difficulty. 

"  Follicular  "  rashes  are  made  up  of  papules  which  develop 
at  the  hair  follicles  and  usually  form  a  grouped  rather  than  a 
diffuse  eruption.  The  papules,  if  small,  are  met  with  chiefly 
in  the  early  stages  of  the  disease,  and  if  large,  occur  later,  generally 
after  the  second  year. 

(b)  Grouped. — The  terms  used  here  more  or  less  explain 
themselves,  the  elements  being  the  same  as  in  group  I,  but 
showing  a  definite  arrangement.  For  example,  by  "  corymbose  " 
is  meant  a  large  central  papule  of  the  ordinary  lenticular  type 
surrounded  by  a  number  of  satellites  of  the  fine  lichenoid  type 
(see  Fig.  13).  Occasionally  the  surrounding  satellites  form 
themselves  into  a  more  or  less  continuous  ring,  leaving  a  clear 
space  of  healthy  skin  Toetween  them  and  the  central  papule. 
There  is  a  particular  type  of  this  which  occurs  on  the  forehead 
and  is  known  as  the  "  cockade"  variety  from  the  "  cocarde 
tricolore"  of  the  French  Revolution;  in  it  the  central  papule 
is  reddish  in  colour,  the  intervening  skin  white,  and  the 
surrounding  circle  a  bluish  tinge.  By  "  bouquet "  is  meant 
a  grouping  of  the  smaller  lichenoid  types  of  rash,  in  which  the 
papules  are  discrete  and  in  which  there  is  no  central  lesion  as 
seen  in  the  corymbose.  When  these  papules  are  confluent 
and  run  together  to  form  one  large  elevated  tableland  about 
the  size  of  a  shilling,  the  lesion  is  called  "  nummulaire  en 
nappe." 

"  Circinate  "  is  used  to  signify  a  type  of  eruption  in  which 
the  papules  have  run  together  in  wavy  gyrate  lines,  usually 
produced  by  the  joining  up  of  irregular  segments  of  circles. 

The  "  rosette  "  type  is  very  similar  to  the  "  cockade  "  variety, 
but  has  no  special  colour  design,  and  the  outer  circle  is  close 
to  the  central  lesion  and  leaves  no  space  of  white  healthy 
skin. 

The  "concentric"  type  shows  two  or  more  circles  within 
one  another  which  are  generally  somewhat  broken  in  their 
outline. 


FIG.  12. 

Shows  a  fine  grouped  follicular  lichcnoid  syphilide,   together  with  some 
lenticular  papules. 


To  face  p.  42. 


(a) 


(b) 


FIG.  13. 

(a)  A    papular    syphilide    showing    polymorphism    and    some    corymbose 

grouping.     (Seep.  42.) 

(b)  Shows  the  common  small  macular  syphilide  in  which  some  of  the  elements 

are  becoming  indurated  to  form  lenticular  papules.     (See  p.  38. ) 


To  face  p.  42. 


FIG.  14. 


(a) 


(a)  "Cockade"  Syphilide  of  the  forehead.     (Seep.  42  ) 

[It  should  be  noted  that  the  colours  in  this  are  the  reverse  of  those 
figured  in  the  French  Cockade,  in  which  the  blue  element  is  usually  in 
the  centre,  and  the  red  at  the  periphery.] 


(b)  A  framboesioid  syphilide.     (Seep.  58.) 


To  face  p.  42. 


FIG.  15. — GIANT  NODULAR  HORSESHOE-SHAPED  SYPHILIDE  OCCURRING- 
IN  THE  THIRD  YEAR  OF  THE  DISEASE. 


[43- 


FIG.  1 6. — LARGE  NODULAR  SYPHILIDE  SHOWING  DEEP  CICATRISATION  ON  RESOLUTION 
WITHOUT  ULCERATION  IN  A  WOMAN  OF  FIFTY-NINE  RECENTLY  AFFECTED. 
(See  p.  43.) 
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FIG.  17. — NODULAR  SYPHILIDE  OCCURRING  LATE  IN  THE  DISEASE,  TOGETHER  WITH 
OLD  SCARS  OF  PREVIOUS  SYPHILITIC  LESIONS.     (Sec  p.  43.) 
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FIG.  1 8. — DIFFUSE  SYPHILOMA  OF  THE  LOWER  LIP  TOGETHER  WITH 
ULCERATION  IN  THE  NEIGHBOURING  PARTS,  OCCURRING  FORTY 
YEARS  AFTER  THH  PRIMARY  SORE  IN  A  PATIENT  IN  WHOM 
THERE  WERE  NO  OTHER  INTERVENING  SYMPTOMS. 
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These  groupings  of  the  papules  are  so  striking  and  patho- 
gnomonic  that  they  are  of  the  greatest  use  in  diagnosis. 

(c)  Nodular. — The   nodular  syphilides   tend   to   occur  much 
later  in  the  disease  than  the  preceding  types.     The  term  is 
employed  for  much  larger  elements,  the  size  of  a  small  nut  or 
larger.     They  may  be  grouped  as  in  the  preceding  class,  and  tend 
particularly  to  form  horseshoes,  incomplete  circles,  and  gyrate 
figures.     Their  duration  is  very  much  longer  than  that  of  the 
ordinary   papular   syphilides,    sometimes  lasting   two   or  more 
years.     This  is  specially  the  type  of  lesion  which  forms  scars 
in  the  skin  without  ulceration,  although  they  occasionally  break 
down  into  gummas  and  punched- out  ulcers. 

Many  of  these  late  nodular  syphilides  resemble  more  or  less 
closely  the  nodules  of  lupus  in  colour,  and  in  their  slow  progress 
and  tendency  to  ulcerate.  Lupus,  however,  practically  never 
heals  without  active  local  treatment,  whereas  syphilis  often 
does.  With  regard  to  the  colour,  lupus  is  more  of  the  true 
apple- jelly  colour,  while  syphilis  is  coppery,  the  pathological 
explanation  being  that  the  lupus  nodule  is  devoid  of  blood- 
vessels, whereas  the  syphilide  still  has  the  arteries  preserved, 
although  their  walls  are  diseased,  so  that  the  red  tinge  of  the 
blood  is  added  to  the  buff  of  the  apple- jelly.  When  the 
syphilitic  nodule  is  compressed  with  the  diascope,  the  blood 
is  expressed  from  the  blood-vessels,  and  the  apple- jelly 
colour  remains.  As  regards  progress,  lupus  is  very  much 
slower  (see  page  57). 

(d)  Diffuse  Syphiloma. — This  condition  occurs  late  in  syphilis 
in  what  used  to  be  called  the  tertiary  period.     It  consists  of  a 
diffuse  swelling  of  the  soft  parts,  and,  as  would  be  expected, 
is  met  with  most  often  on  the  face,  especially  on  the  lower  lip 
and    sometimes    around    the    eyes,    and    occasionally    produces 
a  leonine ,  expression  closely  resembling  that  seen  in  leprosy. 
It  also  occurs  on  the  legs  in  association  with  nodular  and  ulcerous 
syphilitic  lesions,  and  in  the  genital  organs  in  both  sexes,  but 
especially  the  labia  majora.     It  may  be  associated  with  ulceration 
and  other  syphilitic  lesions. 

Diagnosis. — The  differential  diagnosis  is,  as  a  rule,  not  difficult, 
except  in  the  leprotic  type,  where  the  patient  has  been  resident 
in  the  tropics.  A  case  of  this  nature  is  referred  to  above  (see 
page  2)  in  which  the  expression  was  typically  leonine,  and 
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which,  because  of  his  residence  in  South  Africa,  had  been 
diagnosed  and  treated  for  leprosy  for  over  two  years,  but  subse- 
quently recovered  with  anti- syphilitic  measures.  In  the  case 
of  leprosy  the  diagnosis  can  be  easily  established,  as  a  rule, 
by  the  finding  of  the  bacilli  in  scrapings  made  over  the 
swelling. 

The  differential  diagnosis  from  cases  of  solid  oedema  of  the 
face  associated  with  erysipelatoid  attacks  is  not,  as  a  rule,  difficult. 
On  the  one  hand,  repeated  attacks  at  more  or  less  regular  intervals, 
the  oral  sepsis,  and  the  presence  of  streptococci  in  fluid  drawn 
off  by  a  syringe  from  the  cedematous  tissue,  will  give  the  diagnosis, 
while  on  the  other  there  is  the  Wassermann  reaction,  the  history, 
and  other  evidences  of  syphilis. 

(Edema  of  the  legs,  both  that  occurring  in  Elephantiasis 
nostras  and  that  due  to  filaria,  can  be  easily  distinguished  from 
the  syphilitic  condition. 

Duration. — These  diffuse  syphilomas  respond  to  treatment, 
though  not  as  rapidly  as  the  earlier  lesions,  but  if  left  untreated 
they  may  persist  for  years. 

(e)  Purpuric. — Haemorrhages  into  the  ordinary  papular  and 
nodular  syphilides  occasionally  occur,  and  usually  signify  either 
a  double  infection  with  a  septic  organism  as  well  as  a  treponema, 
or  a  malignant  type  of  syphilis;  they  do  not,  however,  affect 
the  treatment  or  the  course  of  the  disease. 

(/)  Pigmentary  Nigricans. — This  condition,  of  which  only 
a  few  cases  have  been  reported,  is  said  to  occur  in  wasted  and 
emaciated  subjects  and  to  signify  a  malignant  type  of  syphilis. 
It  consists  of  wart-like  papules  and  nodules,  chiefly  in  the 
axillae  and  groin,  associated  with  a  dense  pigmentation.  The 
lesions  are  not  unlike  those  seen  in  Pemphigus  vegetans,  which 
tends  to  occur  in  the  same  regions,  but  which  is  associated  with 
the  formation  of  bullae,  eosinophilia,  and  other  distinguishing 
features. 


2.  Papular  Syphilides  with  Special  Alteration  of  the  Epidermis 

(a)  Papulo-squamous 

Psoriasiform  (round  and  circinate). 
Pityriasiform. 


THE   SECONDARY  RASHES  45 

Eczematoid. 

Hyperkeratotic  and  rhagades. 

Exfoliative. 

Psoriasiform.  —  The  term  "syphilitic  psoriasis"  has  un- 
fortunately been  loosely  used  in  the  past,  almost  as  if  there 
were  two  classes  of  psoriasis,  one  syphilitic  and  the  other  non- 
syphilitic.  It  is  essential  to  separate  the  two  entirely,  and  we 
have  therefore  tabulated  below  the  points  of  differential  diagnosis. 
The  papulo-squamous  syphilide  is  a  papule  first  with  scales 
on  the  top,  whereas  psoriasis  is  a  macule  with  heaped- up  scales, 
but  it  must  be  admitted  that  in  practice  the  distinction  is  not 
simple.  Both  syphilis  and  psoriasis  are  common  diseases, 
and  therefore  it  is  not  to  be  wondered  at  that  many  patients 
who  are  addicted  to  psoriasis  should  acquire  syphilis,  just  as 
tubercular  patients  rriay  also  suffer  from  psoriasis,  and  in  them 
the  psoriatic  lesions  may  be  mixed  with  a  true  papulo-squamous 
tuberculide.  Further,  as  in  tubercle  so  in  syphilis,  the  additional 
infection  of  a  wasting  disease  seems  to  make  the  attacks  of  psoriasis 
more  frequent,  either  by  lowering  the  general  resistance  or 
by  producing  some  slight  local  irritation  of  the  skin.  It  is 
not  uncommon  to  see  an  attack  of  psoriasis  come  out  in  a  patient 
who  has  recently  acquired  syphilis,  and  the  lesions  which  at 
first  were  typical  psoriasis  become  gradually  infiltrated  at  the 
base,  and  eventually  present  the  characters  of  a  papulo-squamous 
syphilide.  In  a  case  of  this  kind  which  was  under  the  care  of 
Dr.  J.  M.  H.  MacLeod  at  Charing  Cross  Hospital,  a  biopsy  was 
done,  and  the  microscope  showed  that  the  infiltration  was  due 
to  plasma  cells,  which  are  practically  never  seen  in  ordinary 
psoriasis.  It  will  be,  therefore,  easily  understood  that  in  a  case 
where  the  clinical  picture  may  show  ordinary  true  psoriasis,  typical 
syphilitic  lesions,  and  lesions  which  are  in  the  transition  stage 
from  one  to  the  other,  the  difficulties  of  diagnosis  may  be  great. 

In  the  later  stages  of  syphilis  one  may  see,  especially  on  the 
legs,  chronic  scaly  patches  or  large  plaques  which  very  closely 
resemble  chronic  patches  of  psoriasis  in  this  region.  The  edge 
is,  however,  usually  raised  above  the  surrounding  skin,  giving 
the  central  part  of  the  lesion  a  depressed  appearance.  In 
addition,  there  are  often  other  signs  of  syphilis,  such  as  ulceration 
or  nodules,  which  are  not  seen  in  psoriasis. 
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The  chief  points  in  the  diagnosis  both  of  the  early  and  late 
type,  are  as  follows  : 

THE  DIFFERENTIAL  DIAGNOSIS   BETWEEN   PSORIASIS  AND 
THE  SCALY  SYPHILIDES 


Points  of 
comparison. 


Papulo-squamous  Syphilides  or 
so-called  Syphilitic  Psoriasis. 


Psoriasis. 


Distribution  on 
body  . 


Colour 


General  aspect. 


Touch 

Concomitant 
signs  . 


"Subjective 
symptoms 

Duration . 


Age 


Neck,  trunk,  genitals,  face, 
flexor  surfaces,  especially 
anterior  surfaces  of  fore- 
arm and  palms  of  hands. 

Coppery  or  lean  ham  ;  dia- 
scopic  test  leaves  stain  of 
granuloma. 


Diffuse   all   over   body,    skin 
between  unhealthy. 


Scales  greasy,  dirty-looking, 
crusty,  no  haemorrhage  on 
removal  of  scales. 

Papule  with  scales  on  top. 

Polymorphic  lesions ;  some 
quite  smooth  papules, 
some  round,  others  gyrate, 
polycyclic  ;  some  oozing  or 
even  pustular  by  the  side 
of  squamous  lesions. 

The  indurated  papule  is 
felt  below  the  scales,  best 
with  the  eyes  shut. 

Those  of  syphilis  :  Remains 
of  chancre,  glands  in  groin, 
neck,  posterior  occipital 
and  mastoid  regions,  epi- 
trochlear  and  axillae ; 
headaches,  iritis,  anaemia  ; 
pains  in  bones,  especially 
tibia,  clavicle,  sternum  ; 
throat  snail-track  ulcers, 
palate  destruction;  mucous 
plaques,  condylomata ; 
pigmentary  lesions  ••  on 
neck ;  alopecia  giving 
moth-eaten  appearance ; 
Wassermann  reaction 
positive. 

Said  not  to  itch,  but  often 
does.  In  neurasthenics 
itching  may  be  excessive. 

Spontaneous  cure  in  about 
eight  weeks,  or  transition 
into  other  syphilides. 

Rare  before  adolescence. 


Elbows,  knees,  scalp,  lumbar 
and  sacral  regions,  extensor 
surfaces,  generally  rare  on 
the  face  except  when  uni- 
versal. 

Rosy  pink  or  bright  red  ;  no 
stain  in  diascopic  test, 
except  in  very  chronic 
lesions  in  dependent  parts, 
when  there  may  be  some 
blood  discoloration. 

Tends  to  collect  in  certain 
regions  with  large  healthy 
areas  intervening.  Sharp 
line  of  demarcation. 

Scales  fine,  dry,  silvery  ;  red 
points  or  minute  haemor- 
rhage on  removal  of  scales. 

Scaly  macule. 

All  tend  to  be  alike,  dry 
and  clean  ;  lesions  may  be 
circular  or  circinate,  but 
usually  of  one  type. 


No  induration,  only  sensation 
of  scales  to  touch. 

Generally  no  other  signs ; 
patients  if  young  unusually 
healthy,  in  older  people 
may  be  associated  with 
arthritis. 


Itching  as  a  rule  slight,  may 
be  either  absent  or  severe. 

Chronic,    with    tendency    to 
recur  at  definite  intervals. 

Common    in    children    from 
any  age. 
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Points  of 
comparison. 


Papulo-squamous  Syphilides  or 
so-called  Syphilitic  Psoriasis. 


Psoriasis. 


Histology 


Reaction         to 
treatment  . 


Induration  is  seen  to  consist 
of  plasma  cells  arranged 
chiefly  around  the  vessels 
of  the  sub-papillary 
plexus  and  hair  follicles  ; 
some  corio-plaques  or 
multi-nucleated  plasma 
cells.  Cells  tend  to  be 
arranged  in  rows  between 
collagen  bundles ;  end- 
arteritis.  Presence  of 
Treponema  pallidum  in 
serum. 

Rapid  cure  with  general 
arsenical  and  mercurial 
treatment. 


No,  or  very  few,  scattered 
plasma  cells  ;  vessels  much 
dilated,  no  endarteritis. 
Epidermis  shows  para- 
keratosis,  intra-  and  extra- 
cellular oedema.  Pockets 
of  polymorphonuclear 
leucocytes,  lymphocytes, 
and  mixed  micro-organisms 
between  the  scales,  so- 
called  miliary  microscopic 
abscesses. 

No  change  under  mercury ; 
very  occasionally  benefited 
by  the  salvarsan  group  ; 
improved  mostly  by  local 
treatment,  with  tendency 
to  recur. 


Pityriasiform.  —  This  eruption  simulates  Pityriasis  rosea, 
and  as  in  both  conditions  there  may  be  enlargement  of  the 
lymphatic  glands,  sore  throat,  and  general  malaise,  confusion 
may  easily  arise.  Probably  the  mistake  most  often  made  here 
is  that  of  diagnosing  Pityriasis  rosea  as  a  syphilide  rather  than 
the  converse.  The  chief  points  of  difference  are  as  follows  : 

Pityriasis  rosea  is  almost  invariably  started  by  an  initial 
lesion,  a  "  plaque  primitive  "  as  it  is  called,  which  is  situated 
as  a  rule  high  up  on  the  trunk,  and  oval  in  shape,  with  the  long 
axis  of  the  ovoid  running  across  the  body,  and  generally  appears 
a  week  before  the  rest  of  the  eruption.  The  subsequent  lesions 
come  out  first  on  the  upper  parts  of  the  body,  and  as  they  fade, 
others  succeed  them  lower  down  the  trunk.  The  whole  disease 
runs  a  course  of  about  six  weeks.  Each  lesion  consists  of  a  central, 
pale  yellow,  flat  area  covered  with  fine  scales  (so-called  "  wash- 
leather  "  aspect),  surrounded  by  a  narrow  rim  of  rosy  red  slightly 
raised  above  the  level  of  the  surrounding  skin. 

The  pityriasiform  syphilide,  on  the  other  hand,  has  no  "  herald 
patch,"  and  is  roughly  confined  to  the  same  area  as  Pityriasis 
rosea,  that  is  to  say,  to  the  trunk,  neck,  and  first  joints  of  the 
limbs.  The  individual  lesions  are  not  so  clean,  and  are  more 
greasy.  There  is  very  little  induration  in  this  particular  syphilide, 
so  that  it  is  a  doubtful  point  whether  it  should  be  classed  under 
the  macular  or  papular  lesions. 
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Polymorphism  is  not  as  great  an  assistance  in  this  differential 
diagnosis  as  in  most  of  the  syphilides,  because  Pityriasis  rosea 
is  apt  to  have  small  eczematoid  lesions  scattered  about  amongst 
the  larger  plaques,  which  may  confuse  the  picture.  It  must 
be  remembered  also  that,  as  in  the  case  of  the  psoriasiform 
syphilide,  it  is  possible  for  the  patient  to  have  both  diseases. 
In  a  case  under  the  observation  of  Dr.  J.  M.  H.  MacLeod,  Pityriasis 
rosea  appeared  eleven  months  after  the  chancre.  The  patient, 
a  man  aged  forty,  had  had  three  injections  of  salvarsan  alternating 
with  injections  of  mercury,  and  had  had  no  marked  secondary 
symptoms.  The  Pityriasis  rosea  was  preceded  by  a  herald 
patch,  and  was  perfectly  typical,  except  that  the  lesions,  on 
disappearing,  left  deeply  pigmented  patches  which  were  slightly 
infiltrated  in  the  centre.  At  the  time  when  the  Pityriasis 
rosea  developed,  the  Wassermann  reaction  was  negative 
consequent  on  the  treatment ;  but  it  should  be  noted  that  as  this 
is  usually  an  early  secondary  eruption,  the  Wassermann  reaction 
is  not  an  absolute  guide — that  is  to  say,  a  negative  result  may 
not  exclude  syphilis,  and  the  test  should  be  repeated  after  a 
week's  interval. 

Another  condition  which  a  pityriasiform  syphilide  may 
somewhat  resemble  is  seborrhceic  dermatitis,  which  sometimes 
has  a  circinate  outline  and  a  greasy  aspect  of  the  central  part 
of  the  plaque  closely  simulating  the  characteristic  lesions  of 
syphilis.  Seborrhoeic  dermatitis  is  nearly  always  confined 
to  the  central  area  of  the  chest  in  front  and  between  the  shoulder- 
blades  behind ;  but  the  chief  guide  to  the  diagnosis  consists 
of  the  presence  of  other  evidences  of  syphilis,  the  history  of  a 
chancre,  and  the  Wassermann  reaction.  If,  on  the  other  hand, 
a  scraping  is  made  and  the  scales  on  microscopical  examination 
show  large  numbers  of  so-called  "  bottle  bacilli,"  the  diagnosis 
is  in  favour  of  seborrhoeic  dermatitis. 

This  syphilide  reacts  readily  to  treatment,  disappearing, 
as  a  rule,  after  the  second  injection  of  salvarsan,  leaving  only 
a  slight  stain. 

Eczematoid.  —  This  is  a  late  manifestation  and  resembles 
patches  of  thickened  chronic  eczema.  It  usually  occurs  on  the 
lower  limbs  or  over  the  sacral  area,  and  corresponds  more  or 
less  with  the  later  type  of  the  psoriasiform  syphilide.  As  in 
that  case,  it  may  be  impossible  to  distinguish  it  from  a  chronic 


FIG.  19. — SIR  HUMPHRY  ROLLESTON'S  CASE  OF  SYPHILIS  SHOWING  HYPERKERATOSIS 
AND  RHAGADES  ASSOCIATED  WITH  ONYCHIA,  PERIOSTITIS.  AND  SYNOVITIS.    (See  p.  49.) 
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patch  of  eczema  by  the  aspect  only,  but  as  a  rule  its  true  nature 
is  established  by  a  gyrate  outline  at  one  edge. 

Hyperkeratotic  and  Rhagades. — This  is  a  rare  type  of 
syphilide  which  occurs  early  in  the  secondary  period,  and  which 
some  authorities  claim  as  only  occurring  in  syphilis  when  the 
patient  is  also  infected  with  gonorrhoea.  The  eruption  somewhat 
resembles  the  hyperkeratosis  and  dermatitis  seen  in  some  cases 
of  gonorrhoea  (keratodermie  blenorrhagique  of  the  French). 
It  consists  of  hard,  horny  collections  of  scales,  and  is  similar 
to  that  seen  in  Psoriasis  rupioides.  In  addition  to  the  hyperkera- 
tosis there  are  numerous  cracks  surrounded  by  indurated  skin 
occurring  not  only  around  the  anus  and  other  orifices,  but  also 
mixed  with  the  dry  scaly  eruption.  The  conical  masses  of  scales 
occur  mostly  on  the  limbs,  the  palms  and  soles  being  affected 
to  the  extent  of  the  ordinary  desquamating  palmar  and  plantar 
syphilide  (vide  illustration,  Fig.  19). 

Exf oliative.  — '•  This  also  is  a  rare  condition  in  syphilis,  and 
signifies  that  the  syphilide  pursues  such  an  active  course  that  a 
general  redness  followed  by  exfoliation  takes  place  similar 
to  that  in  Pityriasis  rubra.  It  is  especially  seen  in  the  punctate 
scarlatiniform  variety  of  rash.  It  has  been  suggested  that 
when  exfoliation  of  this  type  takes  place,  there  is  double  infection 
with  the  streptococcus  as  well  as  with  the  treponema,  but  this 
seems  doubtful.  £t  is  not  uncommon  to  see  localised  patches 
of  exfoliation  from  a  red  base,  but  a  general  desquamation  of 
the  skin  of  the  whole  body  is  very  rare.  Since  the  introduction 
of  the  arsenical  compounds  for  the  treatment  of  syphilis,  an 
acute  exfoliative  dermatitis  has  been  observed  in  some  cases 
after  prolonged  and  energetic  treatment,  but  also  after  only 
a  few  injections  in  patients  who  are  either  elderly  or  whose 
kidneys,  owing  to  slight  fibrosis,  give  a  deficient  elimination. 
This  condition  should  therefore  be  carefully  distinguished  from 
the  syphilide  under  discussion,  and  as  the  clinical  picture  is 
very  similar  in  some  cases,  it  is  always  advisable  to  inquire 
into  previous  treatment. 

Local  Treatment. — Exf  oliative  cases  require  to  be  more  carefully 
handled  than  the  ordinary  secondary  syphilides,  as,  if  irritated 
in  any  way  by  too  active  treatment,  they  may  give  serious 
trouble.  Under  no  circumstances  should  inunction  of  mercury 
be  carried  out,  and  the  administration  of  both  mercury  and 
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arsenic  by  injection  should  be  by  small  doses  gradually  increased 
according  to  the  toleration  of  the  patient.  Locally  the  skin 
should  be  soothed,  as  in  the  treatment  of  acute  exfoliative 
dermatitis,  by  bran  baths,  ichthyol  in  cream  or  lotion,  calamine 
lotion,  liquor  plumbi  subacetatis,  and  very  weak  tar  lotions. 

(6)  Papulo-erosive  or  condylomata,  such  as: 

Simple  mucous  plaques. 

Hypertrophic   (with  warty  growths). 

Circinate. 

Erosive  papules  with  diphtheroid  exudation. 
This  group  of  moist  papules  is  of  the  greatest  use  in  the 
clinical  diagnosis  of  syphilis,  as  lesions  of  this  kind  occur  in  no 
other  disease.  These  papules,  owing  to  their  exudate,  are 
extremely  infective,  and  it  is  probable  that  three-fourths  of 
the  cases  of  syphilis  are  infected  from  condylomata. 

Simple  Mucous  Plaques.  —  By  this  term  we  signify  the 
flattened  round  papules  which  occur  chiefly  in  the  moist  areas 
of  the  body,  that  is  to  say,  in  the  mouth,  on  the  mucous  surfaces 
of  the  labia  majora,  around  the  anus,  on  the  scrotum,  on  the 
inner  surfaces  of  the  prepuce  in  the  male,  in  the  axillae  and  groins, 
in  fat  women  under  the  breasts,  and  more  rarely  between  the 
toes.  Very  often  there .  is  only  slight  induration,  which  is 
difficult  to  feel,  owing  to  the  slippery  moist  surface.  They 
occur  very  early  in  the  secondary  period,  frequently  as  soon  as 
the  early  roseola  makes  its  appearance,  and  are  often  the  first 
evidences  of  syphilis  noticed  by  the  patient ;  this  is  due  to  the 
slight  irritation  which  often  is  associated  with  them.  They 
may,  however,  occur  at  any  stage  in  the  disease,  lesions  precisely 
similar  to  the  early  mucous  plaques  having  been  observed  in 
the  mouth  fifteen  or  twenty  years  after  the  primary  sore. 
Individually,  the  lesions  start  as  round  red  papules  which 
become  slightly  eroded  and  depressed  in  the  centre,  leaving  the 
edges  raised ;  in  a  few  days  they  usually  take  on  a  whitish  or 
opaline  appearance  which  is  distinctive,  and  is  due  to  the  presence 
of  exudate  or  maceration  by  the  saliva,  while  the  border  may 
remain  red  in  colour.  They  are  frequently  associated  on  the 
lips  with  slight  oedema  and  rhagades. 

Differential  Diagnosis. — In  the  mouth  these  lesions  must 
not  be  confused  with  those  due  to  mercurial  stomatitis,  which 


THE  SECONDARY  RASHES  51 

chiefly  occurs  on  the  gums  and  on  the  inner  surface  of  the 
cheek  and  lip.  Septic  ulcers  in  the  mouth  and  small  erosions 
due  to  a  rough  edge  of  a  tooth  may  be  confusing,  but  these 
lesions  are  generally  much  more  painful,  and  the  source  of  the 
trouble  or  the  rough  tooth  may  easily  be  detected. 

Herpes  on  the  inner  surface  of  the  lip  may  at  one  stage  of 
its  course  bear  some  resemblance  to  fine  mucous  plaques.  If 
actual  vesicles  are  present,  the  diagnosis  is  easy  ;  if  not,  the  history 
of  repeated  attacks,  and  the  loose  free  edge  of  a  ruptured  blister 
seen  with  a  magnifying  glass  at  the  edge  of  the  lesion,  may 
establish  the  diagnosis.  They  should  also  be  distinguished 
from  leukoplakia,  which  occurs  generally  late  in  syphilis,  not 
only  on  the  tongue,  but  also  on  the  mucous  surface  of  the 
cheeks. 

Lesions  of  Lichen  planus  in  these  regions  also  take  on  an 
opaline  appearance.  This,  however,  is  the  only  point  of  similarity. 
Moreover,  other  evidences  of  syphilis  are  nearly  always  present, 
and  the  Wassermann  reaction,  if  not  positive  as  early  as  this, 
will  be  in  the  course  of  a  week  of  so.  The  diagnosis  from  scraping 
and  the  finding  of  the  treponema  from  any  lesions  in  the  mouth 
is  unreliable,  owing  to  the  large  number  of  similar  protozoa 
occurring  here  normally.  In  the  vulva  and  vagina  some  of 
the  same  conditions  as  in  the  mouth  may  give  difficulty,  such  as 
herpes,  leukoplakia,  or  Kraurosis  vulvse,  and  shallow  septic 
erosions,  and  the  points  of  difference  are  the  same.  On  the 
surface  of  the  skin  in  the  axillae,  groin,  and  below  the  breasts, 
there  is  nothing  which  is  likely  to  cause  confusion. 

Hyper  trophic  (with  warty  growths). — This  is  a  further  stage 
of  the  preceding,  and  is  said  to  be  due  to  the  association 
of  dirt  and  general  want  of  cleanliness.  It  is  true  that  these 
moist  warty  lesions  are  seldom  seen  amongst  those  who  attend 
to  their  personal  cleanliness,  although  the  ordinary  mucous 
plaque  is  common  both  in  the  private  patient  and  in  the  hospital 
class. 

Mucous  plaques  in  the  mouth  seldom  develop  into  hyper- 
trophic  warty  growths,  but  in  the  axillae,  groin,  vulva,  and 
around  the  scrotum  and  anus,  even  between  the  toes,  they 
occasionally  do  so.  The  warty  growths  are  flabby,  moist 
papillomata,  as  a  rule  with  a  fairly  wide  base,  but  sometimes 
pedunculated  ;  they  may  occur  quite  early  in  syphilis  developing 
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from  the  mucous  plaques,  but  are  also  frequently  seen  very 
late  in  the  disease,  in  what  used  to  be  called  the  tertiary  period. 
These  later  lesions  are  more  dense  and  more  chronic  in  their 
course  than  the  earlier  ones,  and  tend  to  come  specially  round 
the  anus  and  vulva.  Occasionally  an  extensive  ridge  of  warty 
growth  three-quarters  of  an  inch  in  height  and  thickness  may 
extend  on  each  side  of  the  vulva  backwards,  so  as  com- 
pletely to  surround  the  anus,  being  continuous  with  the  labia 
majora. 

Differential  Diagnosis. — The  only  lesions  with  which  these 
hypertrophic  condylomata  can  be  confused  are  gonorrhoeal 
warts,  especially  in  women  around  the  vulva.  The  gonorrhoeal 
warts  are,  however,  associated  with  a  discharge  in  which  the 
gonococci  can  be  detected,  and  are  not  themselves  moist  and 
eroded  like  the  condylomata,  although  they  may  be  covered 
with  the  purulent  discharge  from  the  vagina. 

Treatment. — The  early  mucous  plaques  and  condylomata 
as  a  rule  require  very  little  local  treatment,  but  rapidly  shrivel 
up  under  the  general  administration  of  mercury  and  salvarsan. 
Swabbing  over  with  one-in-four-thousand  biniodide  of  mercury 
and  the  use  of  a  dusting-powder  of  one  part  of  calomel  in  four 
parts  of  boracic  acid  will  assist  in  controlling  the  foul  exudation. 
Dusting  powders  containing  starch  should  not  be  employed. 

This  rapid  resolution  is  not  seen,  however,  in  the  later  and 
tougher  lesions  referred  to  above,  and  cases  may  occasionally 
arise  in  which  the  fibrosis  is  so  great  that  general  treatment 
has  no  effect  at  all.  Exposures  to  X-rays  will  then  frequently 
cause  a  disappearance  of  the  warty  mass,  and  they  should  be 
given  in  three-quarter  Sabouraud  doses  once  a  fortnight,  care 
being  taken  to  protect  the  testicles.  If  this  fails,  surgical 
treatment  should  be  employed,  and  the  lesions  scraped  under 
a  general  ansesthetic  and  the  base  touched  with  a  cautery. 

Circinate. — This  signifies  that  the  condylomata  may  arrange 
themselves  in  gyrate  figures  like  the  other  papular  lesions  of 
syphilis. 

Erosive  Papules  with  Diphtheroid  Exudation. — Under  this  head- 
ing are  included  those  cases  in  which  the  exudate  forms  such 
a  thick  covering  as  to  simulate  the  membranous  lesions  of 
diphtheria;  it  is  simply  an  exaggeration  of  the  ordinary  moist 
erosion  referred  to  above. 


FIG.  20. 

Shows  a  small  rupial  syphilide  which  in  the  early  stages  closely  resembled  variola. 

(Seep.  53-) 


To  face  p.  53. 
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FIG.  21. 
Showing  a  varicelliform  syphilide  in  a  young  woman.     (See  p.  53. ) 


To  face  p.  53. 
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3.  Papular  Syphilides  with  the  additional  formation  of — 
(a)  Vesicles 

Miliary  (small  vesicles ;    eczematoid). 
Herpetiform  and  varicelliform  (larger  vesicles). 
Varioliform. 

Miliary. — These  small  vesicular  syphilides  are  not  common, 
are  usually  grouped  after  the  manner  of  a  grouped  vesicular 
eczema,  and  occur  mostly  on  the  trunk.  They  are  really  a 
development  of  the  small  type  of  follicular  rash  so-called 
"  lichenoid  " — that  is  to  say,  the  vesicles  come  on  the  surface 
of  minute  papules.  There  is  little  difficulty  in  distinguishing 
the  eruption  from  vesicular  eczema  :  there  is  none  of  the  intense 
itching  that  is  associated  with  eczema ;  the  vesicles  appear 
definitely  on  the  top  of  the  papules,  whereas  in  eczema,  by 
the  time  it  begins  to  vesicate,  the  papule,  if  present  before,  has 
already  disappeared ;  in  addition  there  are  the  other  signs 
of  syphilis  and  the  Wassermann  reaction.  * 

Herpetiform  and  Varicelliform  (larger  vesicles). — This  type  of 
rash  is  by  no  means  as  rare  as  is  generally  supposed.  It  may 
be  more  or  less  roughly  grouped,  in  which  case  the  similarity 
to  varicella  is  very  close,  especially  as  the  vesicles  tend  to  come 
up  in  crops  for  several  days  in  succession. 

Sometimes  the  rash  is  diffuse  (see  Fig.  21)  and  may  cover 
the  whole  trunk  and  upper  part  of  the  limbs.  These  cases 
require  no  particular  local  treatment  and  rapidly  react  to  general 
measures. 

Varioliform.  —  This  is  perhaps  the  most  complete  imitation 
of  any  disease  which  syphilis  displays,  and  there  is  no  sign  or 
symptom  of  smallpox  which  it  does  not  copy.  The  temperature, 
the  backache,  the  preliminary  rashes,  the  shotty  papules  which 
become  vesicles  and  pustules,  are  all  seen.  It  is,  however,  a 
rare  condition,  like  smallpox  nowadays,  so  that  it  is  not  to  be 
wondered  at  that  it  is  seldom  diagnosed  in  the  first  instance. 
In  a  case  which  was  under  my  care  in  the  Seamen's  Hospital  at 
Greenwich,  the  error  in  diagnosis  had  been  made  and  the  case 
came  on  from  a  smallpox  institution  on  the  discovery  of  the 
correct  diagnosis. 

If  the  signs  of  a  sclerosed  primary  sore  are  not  present 
and  the  patient  gives  no  history  of  one,  the  only  point  which 
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might  make  the  physician  suspicious  is  that,  as  a  rule,  the  syphilide 
evolves  more  slowly  than  the  variola.  The  crusts  tend  to  become 
heaped  up  like  a  small  rupia  (see  Fig.  20),  and  at  this  stage  the 
diagnosis  is  not  difficult.  It  may  be  looked  upon  as  a  malignant 
type  of  syphilis,  but  reacts  fairly  readily  to  general  treatment. 
Where  the  lesions  become  septic,  the  case  is  best  treated  by 
long  soakings  in  a  warm  bath  of  one-in-ten-thousand  biniodide 
of  mercury  twice  daily  for  from  one  to  two  hours. 

(b)  Pustules 

Impetiginous. 

Acneiform. 

Papulo-pustulo-ulcerous,  Ecthyma,  Rupia. 

Impetiginous. — In  this  case  yellow  honey-like  crusts,  similar 
to  those  seen  in  Impetigo  contagiosa,  appear  on  the  top  of  the 
papules.  It  occurs  on  the  trunk  and  face,  and  the  underlying 
papules  are  generally  arranged  in  a  gyrate  or  circinate  manner ; 
impetigo  does  not,  as  a  rule,  show  this  patterned  arrangement, 
and  in  it  the  crusts  are  attached  direct  to  the  skin-level  without 
any  intervening  raised  induration.  As  seen  in  the  illustration 
(Fig.  22),  impetigo  in  rare  instances  may  copy  the  circinate 
and  broken  circle  arrangement  of  syphilis,  and  may  even  take 
the  shape  of  the  letter  "  S." 

Treatment. — Where  the  syphilide  of  this  type  is  extensive, 
baths  of  biniodide  of  mercury  should  be  given,  otherwise  general 
treatment  is  all  that  is  necessary. 

Acneiform.  —  This  is  probably  the  third  commonest  variety 
of  syphilitic  rash.  It  tends  to  occur  in  those  who  have  a 
seborrhceic  type  of  skin,  and  to  appear  particularly  in  the  regions 
affected  by  acne,  such  as  the  face  and  back.  It  may,  however, 
be  seen  in  other  parts  and  be  associated  with  non-acneiform 
lesions.  It  comes  out  suddenly,  so  that  there  is  seldom  much 
difficulty  in  diagnosing  it  from  ordinary  acne  or  the  iodide  rashes. 

The  acneiform  tuberculide  may  cause  more  difficulty  in 
diagnosis,  especially  in  the  first  instance ;  but  as  its  course  is  much 
slower  than  the  syphilide,  time  will  soon  decide  it.  The  lesions, 
as  they  heal,  are  apt  to  leave  small  pitted  scars,  but  this  is  not 
so  marked  as  in  the  tuberculides.  The  rash  is  particularly 
well  marked  on  the  forehead,  and  in  this  situation  forms  the 
true  "  corona  veneris,"  although  this  term  has  been  loosely 
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FIG.  22. — STREPTOCOCCAL  IMPETIGO  IN  A  CHILD  SIMULATING  GYRATE  AND 
S-SHAPED  SYPHILIDE.     (See  p.  54.) 
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used  for  any  syphilide  in  this  situation.  This  rash  consists 
of  pustules,  but  it  bears  no  other  resemblance  to  the  varioliform 
type  mentioned  above,  being  quite  benign  and  showing  none 
of  the  general  symptoms  associated  with  that  condition.  There 
is  no  necessity  for  any  local  treatment  in  this  type  of  syphilide. 

Papulo-pustulo-ulcerous,  Ecthyma,  Rupia. — The  title  sets  out 
the  course  of  events  in  this  variety  of  syphilide,  and  if  the 
true  hard  rupial  scab  is  to  be  formed,  this  somewhat  lengthy 
series  must  be  gone  through.  Some  authors  have  tried  to 
distinguish  between  ecthyma  and  rupia,  but  it  is  generally 
conceded  that  the  former  is  only  a  smaller  type  of  the  latter. 
Rupia  is  generally  seen  in  the  middle  secondary  period,  and  is 
seldom  the  first  type  of  rash  to  appear.  It  may  come  fairly 
late  in  the  disease,  but  as  a  rule  not  after  the  third  year.  It 
can  be  distributed  all  over  the  body,  but  the  trunk  is  the  part 
most  usually  affected.  The  lesions  are  not  usually  grouped, 
and  each  individual  lesion  takes  from  six  to  eight  weeks  to  mature. 
The  crusts  are  formed  by  slow  necrosis  in  the  centre  of  a  large 
papule.  The  blood-stained  serum,  oozing  slowly  up,  becomes 
solidified  into  a  conical  shape  which  has  been  likened  to  that 
of  a  limpet  shell,  and  resembles  the  hard  scab  found  during 
a  radium  reaction.  The  scab  remains  tightly  adherent  to  the 
skin  for  about  six  to  eight  weeks  in  an  untreated  case,  then 
dries  up  and  drops  off,  leaving  a  cicatrix  which  is  more  or  less 
deeply  pigmented.  In  some  cases  pus  organisms  enter  beneath 
the  scab,  when  peptonization  may  take  place  and  it  will  come 
off,  leaving  a  septic  ulcer  to  heal  slowly.  The  mature  lesion 
is  quite  distinctive  and  affords  no  difficulty  in  diagnosis. 

As  regards  local  treatment,  it  is  most  important  to  leave  the 
scabs  alone  so  long  as  they  are  adherent,  as  they  form  the  best 
dresssing  to  the  unhealed  ulcer  below.  Once  sepsis  takes  place, 
however,  treatment  by  baths  and  dusting  powders,  as  recom- 
mended above,  should  be  added  to  the  general  regime. 

(c)  Ulcers 

Papulo-ulcerous. — This  is  simply  a  short  cut  to  the  one  above  ; 
it  signifies,  as  all  in  this  group  do,  that  the  patient  is  suffering 
from  a  malignant  type  of  the  disease.  The  ulceration  as  a  rule 
comes  on  about  four  to  six  months  after  the  primary  sore,  and 
is  generally  preceded  by  some  other  form  of  secondajy  syphilide. 
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It  is  a  rare  condition  nowadays,  on  account  of  the  improvement 
in  the  methods  of  treatment.  The  same  process  at  a  later  stage 
of  the  disease  forms  the  typical  tertiary  superficial  gumma 
which  used  to  be  so  common.  The  lesions  may  appear  on  any 
part  of  the  body,  but  the  sites  of  predilection  are  the  upper 
third  of  the  leg  and  in  the  forearm  ;  they  are  often  also  mixed 
with  varicose  ulcers  in  the  lower  third  of  the  leg.  If  left  untreated, 
they  may  last  for  years,  showing  the  well-known,  punched-out, 
painless  ulcer  which  heals  into  a  circular  pigmented  scar,  acting 
as  a  diagnostic  finger-post  to  the  physician  for  many  years. 

There  is  a  smaller  type  of  this  ulcerous  condition  which  may 
occur  at  any  time  during  the  secondary  period  and  simulates 
Acne  necrotica.  It  usually  appears  on  the  same  situations 
as  that  condition,  that  is  to  say,  on  the  forehead  and  nose,  and 
on  the  upper  part  of  the  chest  and  shoulders. 

The  differential  diagnosis  may  not  be  easy  at  the  first  glance, 
but  on  the  one  hand  we  have  the  history  of  a  preceding  seborrhcea 
and  acne  going  back  for  several  years,  on  the  other,  the  history 
and  the  evidence  of  syphilis,  including  the  Wassermann  reaction. 
Again,  the  Acne  necrotica  comes  in  paroxysms,  the  patient 
being  quite  free  for  several  weeks,  and  then  occurs  a  sudden  out- 
break of  several  small  ulcers  which  run  a  chronic  course,  leaving 
the  small  deep  varioliform  scars  which  are  characteristic  of  this 
condition ;  whereas  the  syphilide  appears  all  over  the  affected 
area  at  once,  usually  shows  polymorphism,  reacts  quickly  to 
treatment,  and  runs  a  much  less  chronic  course.  The  acne 
is  also  redder  and  more  inflammatory  than  the  syphilide. 

Malignant,  Gangrenous  (early  and  late). — These  cases  are  very 
rarely  seen  nowadays,  and  occur,  as  mentioned  above,  on 
the  introduction  of  the  disease  into  a  community  which  has 
not  previously  been  infected,  such  as  some  of  the  Pacific  Islands 
and  parts  of  tropical  Africa.  Here  the  disease  runs  a  rampant 
course  because  of  the  want  of  resistance  in  the  patients.  In 
this  country  the  disease  becomes  malignant  in  type  because 
the  patient  has  some  other  wasting  disease,  such  as  tubercle, 
is  addicted  to  the  excessive  use  of  alcohol,  or  has  acquired  syphilis 
late  in  life,  especially  if  arterio-  sclerosis  is  also  present. 

By  malignancy  we  mean  not  only  an  excessive  general  dis- 
turbance, with  marked  fever  and  other  serious  symptoms,  but 
also  that  locally  the  disease  is  extremely  destructive,  running 


FIG.  24. — MR.  HOWELL  EVANS'S  CASE  OF  GUMMA.  OF  THE 
PENIS,  ILLUSTRATING  LATE  PHAGEDENIC  ULCERATION. 
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a  rapid  course,  so  that  lesions  which  would  normally  occur  late 
in  the  course  of  syphilis,  that  is  to  say,  in  what  used  to  be  called 
the  tertiary  period,  may  be  seen  within  the  first  three  or  four 
months.  Large  destructive  ulcefs  which  rapidly  break  down 
at  their  edges  make  their  first  appearance,  spreading  not  only 
laterally  but  penetrating  down  to  the  bone,  causing  loss  of 
fingers,  toes,  and  even  large  portions  of  limbs.  Affecting  the 
periosteum,  especially  over  the  flat  bones  of  the  skull,  they 
cause  large  masses  of  dead  bone  to  separate  slowly  and  come 
away.  This  active  destruction  is  also  associated  with  an 
obliterative  endarteritis  in  some  of  the  larger  arteries,  causing 
gangrene  in  the  extremity.  It  is  not  always  that  the  disease 
is  malignant  in  the  first  instance ;  in  fact,  in  this  country 
these  serious  local  destructions  appear  to  result  from  the  alcoholic 
habits  or  other  concomitant  disabilities  of  the  patient.  It  is 
not  unusual  for  him  to  have  an  ordinary  benign  attack  of  early 
secondary  skin  lesions,  and  then,  at  the  end  of  eight  months 
or  a  year,  for  one  or  more  of  these  rapidly  necrosing  ulcers  to 
make  their  appearance  either  on  the  face,  the  lower  part  of  the 
trunk,  or,  as  in  a  case  which  was  under  my  care,  on  the  penis. 
In  this  patient  the  whole  penis  was  practically  destroyed  in  a 
week  before  he  had  any  treatment  at  all. 

Differential  Diagnosis. — There  is,  as  a  rule,  no  difficulty  at 
all  in  diagnosing  these  serious  conditions,  as  no  other  disease 
destroys  so  rapidly.  Lupus,  of  course,  produces  extensive 
destruction  of  the  skin,  but  the  process  is  spread  out  over  many 
months  or  years.  Occasionally  also  destruction  of  this  type 
is  seen  in  patients  who  have  been  exposed  to  great  fatigue  or 
cold,  and  who  become  infected  with  staphylococci.  There 
were  two  cases  of  this  kind  in  patients  who  had  been  on  polar 
expeditions,  and  who  subsequently  suffered  from  extensive 
destructive  ulceration  of  the  trunk  covering  areas  of  about  a 
foot  in  diameter.  In  one  case,  which  was  under  the  care  of 
Mr.  Jaffrey,  the  edge  was  raised  and  serpiginous  and  in  aspect 
strongly  suggested  syphilis,  but  the  Wassermann  reaction  was 
negative,  there  was  no  other  sign  or  history  of  syphilis,  and 
active  anti- syphilitic  treatment  failed  in  any  way  to  affect  the 
lesion,  which  was  afterwards  healed  by  surgical  means.  In 
such  instances,  however,  the  process  is  much  slower  than  syphilis, 
though  more  rapid  than  that  of  lupus. 
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Treatment. — The  local  treatment  in  these  cases  is  very 
important.  On  no  account  should  strong  mercurial  lotions 
or  ointments  be  applied.  The  ulcers  are  best  treated  by  swabbing 
with  peroxide  of  hydrogen  and  then  applying  a  dressing  of 
powdered  sulphur.  This  produces  a  very  foul  and  copious 
discharge  in  the  first  instance,  a  separation  of  the  sloughs,  and 
an  intense  reaction  followed  by  active  granulation.  Surgical 
treatment  is  also  often  of  great  use  in  the  way  of  trimming  up 
and  scraping  the  edge.  General  treatment  should  of  course 
be  carried  out  at  the  same  time,  but  with  caution  if  the  patient 
is  cachectic. 

Purpuric  Ulcerations.  —  Haemorrhage  may  sometimes  take 
place  into  these  rapidly  necrosing  ulcers.  It  is  of  no  special 
importance,  and  probably  signifies  additional  infection  by  a 
streptococcus. 

(d)  Bullae 

Pemphigoid  in  new-born  (palms  and  soles). 
Pemphigoid  in  adults. 

Pemphigoid  in  New-born. — Syphilitic  pemphigus  in  the  new- 
born is  a  well-recognised  type  of  lesion  occurring  chiefly  on  the 
palms  and  soles  but  spreading  to  other  parts.  It  will  be  discussed 
under  the  heading  of  "  Congenital  Syphilis"  (page  153). 

Pemphigoid  in  Adults.  —  In  adults  it  is  extremely  doubtful 
whether  syphilitic  pemphigus  ever  occurs.  Occasionally  bullaa 
are  seen  in  acquired  syphilis,  but  of  recent  years,  whenever  a 
bacteriological  examination  has  been  made  in  these  cases, 
streptococci  have  been  found  in  the  contents  of  the  bullse.  They 
occur  mostly  in  anaemic  and  weakly  subjects. 

4.  Framboesia  or  Yaws 

This  is  a  rare  syphilitic  eruption,  but  does  not  necessarily 
signify  a  very  malignant  type  of  the  disease.  The  individual 
lesions  consist  of  raspberry-like  masses  based  on  a  shallow 
ulceration.  It  is  not  uncommon  to  see  a  few  frambcesioid  lesions, 
especially  on  the  face,  the  neighbourhood  of  the  mouth  being 
the  commonest  situation,  as  in  the  illustration  (Fig.  14).  For 
the  whole  of  the  lesions,  however,  to  be  of  this  character,  and  for 
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them  to  be  extensively  distributed  over  the  body,  is  rare.  A 
good  example  of  this  was  shown  some  years  ago  by  Dr.  Pringle. 

These  raspberry-like  masses  are  in  reality  exuberant  granu- 
lations. 

Differential  Diagnosis, — In  this  country  there  is  of  course 
no  difficulty  in  diagnosing  syphilis  from  yaws,  but  in  the  tropics 
the  question  may  not  be  so  easily  settled,  and  although  there 
is  not  the  least  doubt  nowadays  that  the  two  diseases  are  quite 
separate  morbid  entities,  it  must  be  confessed  that  in  the  past 
more  than  one  eminent  authority  considered  yaws  to  be  simply 
syphilis  in  a  native.  The  chief  points  of  difference  between  the 
two  diseases  are  as  follows  : 

1.  In  yaws,  the  lesions  on  the  skin  are  all  of  one  type,  this 
being  true  of  the  primary  and  secondary  lesions.     In  syphilis, 
polymorphism  is  one  of  the  most  marked  characteristics. 

2.  Yaws  is  never  congenital,  whereas  frambcesioid  syphilis  is 
usually  so. 

3.  Yaws  is  auto-inoculable,  whereas  syphilis  is  only  so  in  the 
very  early  stages  of  the  primary  sore. 

4.  Histologically,    yaws  is   the  purest  plasmoma  we   have, 
and  shows  no  endarteritis,  whereas  syphilis,  although  to  a  large 
measure   made   up   of   plasma  cells,  contains   other   elements, 
and  endarteritis  is  seen  at  all  stages  of  the  disease. 

5.  Sociologically,  yaws  is  limited  to  the  natives  and  those 
who  are  in  close  contact  with  them,  whereas  syphilis  is  distrib- 
uted amongst  all  classes  in  a  tropical  country.     The  Wassermann 
reaction  is  of  little  help,  being  positive  in  both  diseases. 

Treatment. — This  form  of  syphilide  calls  for  no  special  local 
treatment,  but  the  resolution  of  the  granulations  can  be  somewhat 
hurried  if  calomel  insufflation  is  carried  out  on  the  more  hyper- 
trophic  lesions  in  addition  to  the  usual  general  treatment. 

GROUP    III 
Gummas 

In  addition  to  the  superficial  nodular  and  ulcerous  syphilides 
mentioned  above,  which  really  come  under  the  heading  of 
"  gummas,"  there  are  in  the  later  stages  of  the  disease  deep 
necrosing  masses  which  may  start  well  below  the  deep  fascia, 
slowly  break  down  in  the  centre,  and  come  to  the  surface  forming 
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sharp- edged,  deep,  punched-out  ulcers.  These  gummatous  lesions 
are  getting  very  much  less  common,  owing  to  the  improved 
methods  of  treatment.  They  used  to  appear,  as  a  rule,  any  time 
after  the  second  or  third  year,  but  in  more  malignant  cases 
they  may  be  in  evidence  as  early  as  the  fourth  or  sixth  month 
after  the  primary  sore.  They  may  appear  in  all  parts  of  the 
body,  in  the  internal  viscera,  and  the  nervous  system,  in  addition 
to  the  more  superficial  structures  which  we  are  at  present 
considering.  They  are  common  in  the  muscles,  including  the 
tongue  and  the  heart,  and  occur  particularly  at  points  where 
damage  or  tension  is  likely  to  take  place,  that  is  to  say,  around 
the  attachment  of  muscles  to  bones.  For  example,  the  insertion 
of  the  sternomastoid  muscle  into  the  head  of  the  clavicle  and  the 
top  of  the  sternum  is  a  very  common  situation  (vide  illustration, 
Fig.  25).  They  also  occur  in  the  muscles  of  the  limbs,  particularly 
the  forearm  and  leg  ;  in  the  latter  they  may  make  their  appear- 
ance on  parts  which  have  been  damaged  by  blows  or  kicks. 
They  are  also  seen  arising  from  the  periosteum  following  on  the 
same  cause,  and  gummatous  infiltration  of  the  prepatellar 
bursae  due  to  the  pressure  of  kneeling  is  not  uncommon  (vide 
illustration,  Fig.  26). 

Although  the  tendency  of  these  gummas  is  to  break  down, 
a  large  number  of  them  do  not  go  so  far  as  this  ;  they  may  come 
up  simply  as  large  firm  swellings,  perhaps  as  big  as  a  cricket- 
ball,  and  remain  for  several  months  or  years  in  this  state,  slowly 
becoming  fibrosed.  In  this  case  they  react  somewhat  slowly 
to  treatment,  and  even  when  all  active  infiltration  has  been 
removed  by  this  means,  the  dense  fibrous  tissue  will  leave  a 
swelling  which  will  last  for  lifetime. 

Differential  Diagnosis  of  Syphilitic  Ulcers. — The  only  similar 
condition  is  that  of  tuberculosis  of  the  skin,  usually  arising 
from  the  lymphatics,  slowly  working  its  way  upwards  to  the 
surface,  and  forming  a  chronic  indolent  ulcer  often  known  as  a 
"  tuberculous  gumma."  The  points  in  the  differential  diagnosis 
are  as  follows : 

(i)  Duration. — Syphilis  is  always  very  much  quicker  than 
tuberculosis  in  destruction,  the  usual  ratio  being  as  months 
to  years  ;  that  is  to  say,  given  a  lesion  of  a  certain  size,  it  might 
take  three  years  for  tuberculosis  to  produce  that  amount  of 
destruction  and  perhaps  three  months  for  syphilis. 


FIG.  25. — MR.  HOWELL  EVANS'S  CASE  :  GUMMA  OF  THE  STERNO-MASTOID  MUSCLE. 
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FIG.  26. — GUMMATOUS  INFILTRATION  OF  BOTH  PRE-PATELLA  BURS^E,  ONE  OF  WHICH 

IS  BREAKING  DOWN. 
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FIG.  27. — MR.  HOWELL  EVANS'S  CASE  :    GUMMA  OF  THE  BREAST  BREAKING  DOWN. 
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FIG.  28. — SLOWLY  NECROSING  ULCEROUS  SYPHILIDE  OF  THE  FACE  SIMULATING  LUPUS. 
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(2)  Situation. — The  situations  of  the  two  are  very  often 
similar,  namely,  on  the  limbs ;  but  the  tubercular  ulcers  make 
their  appearance  along  the  course  of  the  lymphatic  vessels, 
and  are  usually  consequent  on  some  distal  lesion,  such  as 
tuberculosis  of  bone  or  dactylitis,  whereas  the  syphilitic  ulcer 
may  appear  anywhere  on  the  limb  and  is  quite  independent 
of  any  previous  lesion.  Individually,  the  lesions  differ  as  follows  : 

The  tubercular  ulcer  has  very  thin,  deeply  undermined  edges. 
The  loose  margin  of  the  skin  is  usually  purple  or  cyanotic  in  colour, 
but  there  is  no  surrounding  pigmentation ;  tenderness  and  pain 
are  usually  associated. 

The  syphilitic  ulcer,  on  the  other  hand,  has  abrupt  perpen- 
dicular edges  which  only  become  undermined,  and  that  to  a 
much  less  degree,  after  infection  with  pyogenetic  organisms. 
There  is  usually  some  surrounding  pigmentation,  and  they  are 
quite  painless  unless  the  periosteum  is  involved  or  sepsis  has 
taken  place.  The  Wassermann  reaction  and  the  history  may 
also  give  assistance. 

The  non-ulcerated  gummas — that  is  to  say,  those  which  do 
not  go  so  far  as  breaking  down,  but  remain  as  firm  sclerosed 
swellings — may  have  to  be  diagnosed  from  tumours,  such  as 
sarcoma,  or  in  certain  areas,  aneurysm. 

As  regards  sarcoma,  the  clinical  diagnosis  may  be  extremely 
difficult  between  that  and,  say,  a  deep  gumma  in  the  muscles 
of  the  thigh,  and  reliance  must  be  placed  more  upon  the  history, 
evidences  of  syphilis,  and  the  Wassermann  reaction.  The 
difficulty  in  distinguishing  gummas  from  aneurysms  occurs 
mostly  in  those  situated  in  the  upper  part  of  the  chest,  such  as 
at  the  insertion  of  the  sternomastoid  muscle  referred  to  above, 
or  in  the  popliteal  space.  Clinically,  the  chief  point  is  to  diagnose 
between  the  expansile  pulsation  of  an  aneurysm  and  the  trans- 
mitted pulsation  of  the  subclavian  or  other  artery  through  a 
gumma.  It  must  be  remembered  that  the  Wassermann  reaction 
is  not  of  much  assistance,  as  it  may  be  positive  in  both. 

Treatment. — In  addition  to  mercury  and  arsenic,  potassium 
iodide  should  be  given  wherever  there  is  marked  hypertrophy. 
It  will  assist  the  resolution  of  these  large  foci ;  but  some  of  the 
cases,  such  as  those  of  gummatous  infiltration  of  the  bursae, 
will  require  to  be  treated  by  suitable  surgical  means. 


CHAPTER    V 
SPECIAL  REGIONAL    LESIONS 

THERE  are  parts  of  the  body  in  which  the  syphilitic  eruptions 
are  modified  by  local  conditions,  and  again  there  are  special 
syphilitic  lesions  which  seem  to  have  an  affinity  for  certain  areas. 
These  regional  eruptions  occurring  in  different  parts  of  the  body 
will  be  described  in  order  from  the  head  downwards. 

ALOPECIA 

There  are  three  kinds  of  alopecia  which  occur  in  syphilis, 
two  in  the  acquired  disease  and  one  in  the  congenital.  In 
acquired  syphilis  there  is,  first  of  all,  the  diffuse  loss  of  hair  which 
is  common  to  all  febrile  conditions.  It  occurs,  as  a  rule,  ninety 
days  after  the  outbreak  of  the  fever,  the  hair  falling  very  rapidly, 
so  that  in  a  week  or  two  the  covering  to  the  scalp  is  very  thin 
but  never  quite  bald.  The  whole  scalp  is  affected,  and  recovery 
takes  place  of  its  own  accord,  as  a  rule,  in  three  months'  time. 
This  alopecia  is  due  to  the  general  intoxication  of  the  disease. 

Secondly,  there  occurs  in  acquired  syphilis  the  small  localised 
areas  of  alopecia  producing  the  well-known  "  moth-eaten  "  ap- 
pearance, the  lesions  corresponding  to  the  situation  and  size  of 
preceding  papules  and  macules.  These  areas  are  scattered  about 
not  only  over  the  scalp,  but  also  affect  the  beard  and  eyebrows, 
in  the  latter  producing  a  very  striking  effect  which  is  sometimes 
of  great  use  in  diagnosis,  being  one  of  the  few  signs  of  syphilis 
which  the  physician  can  detect  without  error  as  the  patient 
enters  the  room. 

Owing  to  the  scattered  distribution  of  these  areas  of  baldness, 
one  sees  a  tuft  of  eyebrow,  then  a  small  bald  patch,  then  another 
tuft  and  another  bald  patch,  and  so  on.  As  in  the  diffuse  type, 
these  areas  are  seldom  quite  bald ;  they  are  generally  about 
the  size  of  a  threepenny-piece  with  one  or  two  weakly  hairs 
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FIG.  29. — BUTTERFLY  SYPHILIDE,  SIMULATING  THE  FIXED  TYPE  OF 
LUPUS  ERYTHEMATOSUS. 
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growing  in  each.  In  neither  variety  are  there  any  subjective 
symptoms  such  as  pain  or  itching,  nor  is  there  any  desquamation 
except  that  due  to  the  preceding  papular  lesion.  Some  author- 
ities maintain  that  these  bald  areas  occur  primarily  of  their 
own  accord  without  any  previous  eruption ;  if  so,  probably 
these  are  local  intoxications  due  to  the  presence  of  the  treponema 
in  the  skin,  the  toxin  produced  causing  atrophy  of  the  papillae 
and  a  consequent  death  of  the  hairs.  The  prognosis  is  excellent, 
and  the  regrowth  seems  to  benefit  by  general  arsenical  and 
mercurial  treatment.  Very  often  the  fresh  growth  is  more 
luxuriant  than  the  original. 

Differential  Diagnosis. — It  is  not  often  that  the  alopecia 
due  to  syphilis  copies  Alopecia  areata  very  closely.  In  the 
latter  the  areas  are  larger,  more  regular  in  their  circular  outline, 
fewer  in  number,  and  the  bare  surface  is  quite  smooth ;  moreover, 
the  skin  is  lax  on  the  scalp,  and  is  easily  wrinkled  up  between 
the  fingers,  with  diminished  sensibility.  There  are,  in  addition, 
the  small  stumps  around  the  edge,  at  any  rate  in  the  early  stages, 
which  are  known  as  "  point  of  exclamation  stumps"  ;  none  of 
these  phenomena  occur  in  Alopecia  syphilitica.  There  is  no 
occasion  for  any  local  treatment. 

Areas  of  permanent  baldness  may  of  course  be  seen  in  syphilis, 
after  destructive  lesions  producing  necrosis  of  the  skin  and 
consequent  scarring.  This  type  of  alopecia  is,  however,  common 
to  cutaneous  destruction  from  any  cause,  and  has  no  special 
connection  with  syphilis. 

The  third  variety  of  alopecia  occurring  in  syphilis  is  seen 
in  "congenital  cases,  and  is  one  of  the  forms  of  Alopecia  areata 
or  pelade.  It  is  discussed  more  fully  under  the  heading  of 
"  Congenital  Syphilis." 

The  other  lesions  which  occur  particularly  on  the  scalp 
following  on  necrosis  of  the  skull  are  described  elsewhere 
(page  78). 

THE  FACE 

In  a  general  way,  the  face  is  one  of  the  commonest  areas 
for  the  papular  eruptions  of  syphilis  to  make  their  appearance. 
The  special  types,  such  as  the  acneiform  rash  on  the  forehead 
or  corona  veneris,  the  cockade  variety  on  the  same  situation, 
the  primary  sores  of  the  lip,  etc.,  the  alopecias  of  the  beard  and 
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eyebrows,  have  already  been  discussed.  The  eye,  however, 
shows  some  characteristic  lesions  which  must  be  referred  to 
briefly  on  account  of  their  gravity. 


EYE 

In  the  early  secondary  stages,  iritis  and  conjunctivitis  are 
fairly  common  signs.  Iritis  is  also  seen  later,  occurring  at  any 
time  during  the  course  'of  the  disease.  Usually  at  the  time 
of  the  secondary  outburst — that  is  to  say,  when  a  patient  is 
suffering  from  headache,  general  malaise,  more  or  less  rise 
of  temperature,  and  the  early  rashes  are  beginning  to  show 
themselves — the  conjunct! vse  become  red,  suffused,  with  a 
more  or  less  intensity  showing  itself  around  the  margin  of 
the  cornea ;  there  is  photophobia,  and  a  certain  amount  of 
gummy  discharge  which  may  collect  on  the  margin  of  the  lids. 
This  conjunctivitis  is  very  common,  and  usually  leaves  no 
adhesions  of  the  iris  or  other  permanent  damage.  Later,  as  a 
rule  not  until  after  the  fourth  month  of  the  disease,  a  true  iritis 
may  be  seen  in  some  cases,  probably  not  more  than  about  4 
per  cent,  of  those  which  have  had  no  treatment.  In  this  the  above- 
mentioned  symptoms  are  intensified,  the  pain  and  photophobia 
are  more  marked,  and  also  the  pericorneal  injection.  There 
is  often  some  slight  change  in  colour  in  the  iris,  the  appearance 
being  less  brilliant,  and  the  pupil  becomes  immobile  from 
congestion  and  adhesions.  These  adhesions  subsequently  contract, 
producing  an  irregular  pupil,  which  can  be  artificially  produced 
in  the  early  stages  by  dropping  in  a  little  atropine.  The  vision 
may  be  slightly  affected,  and  it  is  important  whenever  possible 
that  all  cases  should  be  submitted  to  an  ophthalmic  surgeon 
for  examination  and  treatment.  This  variety  is  generally 
known  as  plastic  iritis. 

Gummatous  iritis,  which  occurs  later  in  the  disease,  is  a  still 
more  rare  complication.  The  small  gummas  are,  as  a  rule, 
situated  in  the  region  of  the  ciliary  body,  and  attain  the  size 
of  a  small  pea.  There  is  seldom  more  than  one,  and  an  adhesion 
is  left  when  it  resolves. 

Cyclitis,  chorioiditis,  and  retinitis  may  also  occur;  these 
will  be  found  described  in  text-books  of  ophthalmology. 

One  of  the  later  signs,  however,  which  is  of  interest  to  all 
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medical  men,  must  be  briefly  referred  to — namely,  the  Argyll 
Robertson  pupil.  This  well-known  phenomenon,  which  is 
almost  pathognomonic  of  Tabes  dorsalis,  consists  in  the  loss 
of  reflex  to  light,  while  that  to  accommodation  remains.  That 
is  to  say,  the  pupil,  which  is  usually  small,  does  not  contract 
when  exposed  to  a  strong  light  nor  dilate  in  darkness ;  but 
does  contract  when  the  patient  looks  from  a  distant  to  a  near 
object.  It  is  associated  with  other  well-known  phenomena, 
such  as  ataxia,  inability  to  stand  with  the  feet  together  and  the 
eyes  shut  (Romberg's  sign),  loss  of  knee-jerks,  gastric  crises,  etc. 
This  sign  may  also  be  seen  in  general  paralysis,  where  it  is 
associated,  as  a  rule,  with  inequality  of  pupils. 

Other  syphilitic  lesions  of  the  eye,  such  as  paralysis  of  the 
third,  fourth,  and  sixth  nerves,  and  optic  atrophy,  fall  more 
properly  within  the  province  of  ophthalmology. 

The  congenital  eye  lesions,  such  as  keratitis,  are  discussed 
under  the  section  of  "  Hereditary  Syphilis  "  (page  156). 


NOSE 

Primary  syphilis  of  the  nose  has  already  been  mentioned. 
In  the  early  secondary  stage  there  may  be  a  general  erythema 
of  the  mucous  membrane,  at  the  same  time  the  throat  is  affected, 
and  occasionally  cracks  and  fissures,   asssociated  with  a  few 
moist  papules,  may  be  seen  around  the  orifices  of  the  nostrils. 
There  is  also  a  certain  amount  of  coryza  in  the  early  stages  of 
acquired  syphilis ;     in  hereditary  syphilis  this  forms  a  more 
marked  feature  usually  called  "  snuffles,"  which  will  be  referred 
to  later.     In  the  later  stages  gummas  occur  in  the  nasal  cavity, 
and  perforation  of  the  septum  is  a  fairly  common  and  striking 
sign.     Perforation   of   the   hard   palate  usually   starts   on   the 
upper  surface,  that  is  to  say  in  the  floor  of  the  nose,  and  begins 
as  a  periostitis.     These  perforations  are  extraordinarily  painless, 
and  very  often  the  first  notice  the  patient  has  that  anything  is 
wrong  is  the  regurgitation  of  food  through  the  hole  in  the  palate 
into  the  nose.     Necrosis  of  the  bones  at  the  top  of  the  nose 
occurs  in  acquired  syphilis,  producing  a  falling-in  of  the  bridge, 
and  a  concave  type  of  profile  similar  to,  but  never  so  marked  as, 
that   seen  in   congenital   syphilis.     These  necroses   very   often 
lead   to  a  foul  smelling  discharge  which  is  perhaps   the  first 

5 


66  SYPHILIS    AND    ITS    TREATMENT 

subjective  symptom  the  patient  experiences.  The  sense  of 
smell  may  be  affected,  and  if,  as  sometimes  happens,  the  necrosis 
or  periostitis  is  in  the  neighbourhood  of  the  nasal  duct,  this 
may  become  blocked,  so  that  the  tears  are  unable  to  drain  away 
and  overflow  on  to  the  cheek. 

Differential  Diagnosis. — The  perforations  and  necroses  are, 
as  a  rule,  quite  distinctive  and  lead  to  no  difficulty  in  diagnosis 
Lupus  may  be  simulated  by  some  of  the  nodular  and  less  active 
ulcerous  lesions.  Clinically  the  guide  as  regards  time  given 
above  holds  good  in  this  case ;  that  is  to  say,  the  progress 
of  lupus  is  generally  much  slower.  It  is  also  unusual  to  find 
lupus  inside  the  nose  without  some  sign  of  tuberculosis  elsewhere. 
The  Wassermann  reaction  should  be  tested  in  all  cases  of  doubt. 

Treatment. — Apart  from  general  treatment,  local  insufflation 
with  calomel  vaporised  over  a  spirit-lamp  is  of  considerable 
use.  Nasal  douches  of  hydrogen  peroxide  or  bicarbonate  and 
biborate  of  soda  should  be  used  where  there  is  ozaena.  The 
removal  of  subsequent  deformities  and  necrosed  bone  come 
more  into  the  province  of  the  nose  and  throat  specialist. 

MOUTH 

Primary  sores  of  the  lips  and  inside  of  the  mouth  have  already 
been  discussed.  Mucous  plaques  also  have  been  referred  to ; 
but  the  later  manifestations,  such  as  leukoplakia  and  gummas 
of  the  tongue,  must  be  mentioned. 

Leukoplakia 

This  condition  is  extremely  difficult  to  define  accurately, 
and  authorities  are  by  no  means  unanimous  as  to  its  origin  or 
nature.  Clinically,  one  may  see  mild  cases  in  which  the  condition 
is  merely  an  exaggeration  of  a  mucous  plaque ;  there  is  a  very 
thin  infiltration  below,  the  papillae  on  the  surface  of  the  tongue 
are  lost,  and  over  this  superficial  smooth  area  a  thin  opalescent 
varnish  appears  to  have  been  painted  on.  The  patches  are 
irregular  in  shape  and  vary  greatly  in  size ;  the  deposit  may 
be  more  or  less  dense,  greyish  white  in  colour,  and  occasionally 
heaped  up  in  the  centre  of  the  tongue,  forming  a  marked  elevation. 
It  is  often  divided  into  segments  like  a  tessellated  pavement,  and 
may  be  seen  associated  with  definite  gummatous  infiltration  and 


FIG.  30. 

(a)  Late  eczematoid  syphilide  of  the  leg  showing  mushroom-like  nodules.     (See  p.  48.) 

(b)  A  late  papulo-squamous  syphilide  resembling  the  heaped  up  scales  of  a  chronic 

psoriasis.     (See  p.  45. ) 

(c)  Leucoplakia  of  the  tongue.     (Seep.  66  ) 


To  face  p.  66. 


FIG.  31.— MR.  HOWELL  EVANS'S  CASE  OF  GUMMA  OF  THE 
TONGUE  ASSOCIATED  WITH  SYPHILITIC  LEUKOPLAKIA 
AND  DEEP  FISSURES. 
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ulcerous  syphilides  of  the  tongue.  It  occurs  late  in  the  disease, 
at  any  time  after  the  second  or  third  year.  There  is  no  doubt 
that  syphilis  is  a  cause  of  leukoplakia,  and  some  authorities 
maintain  that  it  is  the  only  cause.  It  is  not  confined  to  the 
tongue,  but  is  also  seen  on  the  buccal  surface  of  the  cheeks  and 
the  mucous  membrane  of  the  vulva,  where  it  is  known  as  Kraurosis 
vulvae,  and  in  the  anus.  It  may  be  considered  to  be  almost 
parasyphilitic,  as  treatment,  at  any  rate  in  the  later  stages, 
has  very  little  effect  on  it.  It  is  certainly  one  of  the  precursors 
of  cancer ;  but  those  authorities  who  maintain  that  there  are 
two  kinds,  a  syphilitic  and  non- syphilitic  variety,  suggest 
that  it  is  the  non- syphilitic  variety  that  most  often  becomes 
malignant, 

Lichen  planus  and  psoriasis  also  produce  lesions  of  this  type 
inside  the  mouth,  and  the  term  "  lingual  and  buccal  psoriasis  " 
has  been  loosely  used,  not  only  to  cover  manifestation  of  that 
disease  in  this  area,  but  also  to  designate  the  syphilitic  leukoplakia 
and  possibly  a  non- syphilitic  leukoplakia  of  which  the  origin 
is  unknown. 

As  regards  these  lesion  of  Lichen  planus,  psoriasis,  and  more 
rarely  Lupus  erythematosus,  in  this  neighbourhood,  they  are 
nearly  always  associated  with  other  typical  lesions  of  their 
disease  elsewhere ;  none  of  them  ever  become  so  infiltrated  or 
fissured  as  the  syphilitic  leukoplakia,  and  they  are  situated 
on  the  buccal  surface  of  the  cheek  rather  than  on  the  tongue. 
Whether  there  is  a  non- syphilitic  leukoplakia  which  is  not 
connected  with  any  of  the  three  above-mentioned  diseases  is 
still  an  open  question.  It  is  certain  that  cases  occur  of  definite 
infiltrated  leukoplakia  in  which  there  is  no  history  of  syphilis, 
the  Wassermann  reaction  is  negative,  and  the  patient  has  never 
suffered  at  any  time  either  from  psoriasis,  Lichen  planus,  or 
Lupus  erythematosus.  Excessive  smoking  has  been  suggested 
as  the  cause  of  these  cases,  but  in  a  patient  with  a  negative 
Wassermann  reaction  who  was  under  my  care,  this  habit  was 
only  moderately  indulged  in.  Nevertheless,  it  is  an  undoubted 
fact  that  the  use  of  tobacco  does  irritate  all  lesions  of  the  mouth, 
whatever  their  origin  may  be,  and  it  is  conceivable  that  in  a 
patient  with  a  flabby  tongue,  due  to  chronic  dyspepsia,  or  to 
septic  stomatitis,  tobacco  may  be  the  ultimate  factor  in  producing 
leukoplakia.  The  general  opinion  is,  however,  that  there  are 
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such  cases  as  non- syphilitic  leukoplakias,  but  it  must  be  confessed 
that  it  is  quite  impossible  to  distinguish  them  from  the  syphilitic 
variety  by  their  aspect  alone,  and  that,  moreover,  these  so-called 
idiopathic  cases  may  be  entirely  unconnected  with  any  of  the 
three  skin  diseases  mentioned  above ;  but  possibly  oral  sepsis 
due  to  pyorrhoea  and  tobacco  may  be  causal  factors. 

Many  authorities  differentiate  between  leukoplakia  and  a 
chronic,  late,  syphilitic  glossitis.  In  some  cases  this  differenti- 
ation may  be  easy,  in  others  the  two  things  merge  one  into  the 
other,  and  it  is  difficult  to  find  any  dividing  line. 

The  deep  fissures  which  occur  in  syphilitic  leukoplakia  are 
usually  found  in  cases  of  long  standing,  and  are  due  to  cicatricial 
bands  contracting  and  leaving  elevated  areas  between.  The 
edges  of  these  cracks  are  apt  to  get  eroded  and  show  shallow 
ulcerations  if  irritated  in  any  way.  Subjectively,  the  condition 
in  the  early  stages  may  be  unnoticed,  but  it  soon  becomes 
tender  and  very  susceptible  to  hot  foods,  condiments,  strong 
alcohol,  and  tobacco. 

Treatment. — There  is  no  doubt  that  the  sooner  the  treatment 
is  started  in  these  cases,  the  better  the  result.  It  is  most  important 
to  attend  to  the  teeth,  removing  all  carious  stumps  and  clearing 
out  any  septic  focus.  Tobacco  should  be  absolutely  forbidden, 
and  all  spices,  condiments,  such  as  mustard,  pepper,  vinegar,  etc., 
cut  out  of  the  diet ;  alcohol  should  only  be  taken  in  moderate 
quantities  and  well  diluted ;  neat  spirits  and  liqueurs  are  particu- 
larly to  be  avoided.  Sometimes  local  astringent  applications 
appear  to  do  good,  but  other  cases  are  irritated  by  them.  The 
usual  solutions  employed  are  3  per  cent,  chromic  acid,  I  per  cent, 
silver  nitrate,  or  lactic  acid.  X-rays  occasionally  do  some 
good,  but  in  view  of  the  tendency  to  malignancy  already 
mentioned,  they  should  be  used  with  caution.  General  treatment 
with  salvarsan  or  its  substitutes,  and  mercury,  should  be  begun 
at  once ;  but  it  is  only  in  the  early  cases  where  anything  more 
than  a  transient  improvement  can  be  expected.  Potassium 
iodide,  if  given,  should  be  in  large  doses,  working  it  up  to  half  a 
dram  or  a  dram  three  times  a  day.  It  is  unsatisfactory  to  use 
this  drug  as  a  means  of  diagnosis  between  syphilitic  lesions  of 
the  tongue  and  epithelioma,  as  nearly  all  the  cases,  whatever 
their  nature,  will  improve  to  begin  with  up  to  a  point,  and  later 
on  many  of  the  syphilitic  cases  will  be  almost  unaffected  by  it. 


MR.  HOWELL  EVANS'S  CASE  OF  GUMMA  OF  THE  TONGUE  ASSOCIATED  WITH  OLD 
SYPHILITIC  SCARS  AT  THE  ANGLE  OF  THE  MOUTH. 


FIG.  32. — MR.  HOWELL  EVANS'S  CASE  OF  GUMMA  OF  THE 
TESTICLE  BREAKING  DOWN. 
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In  cases  of  doubt,  it  is  far  better  to  do  a  biopsy  than  to  rely  on 
any  therapeutic  test 

Gummas 

The  tongue  is  one  of  the  commonest  situations  for  gummas 
to  occur,  probably  on  account  of  the  constant  state  of  movement 
and  its  liability  to  irritation  and  slight  damage.  The  gummas 
are,  as  a  rule,  single,  and  may  ulcerate  on  the  dorsum  or  less 
frequently  at  the  sides  of  the  tongue.  In  some  cases,  on  the  other 
hand,  a  sclerosed  swelling  may  remain  without  breaking  down. 
The  differential  diagnosis  between  this  and  a  primary  sore  has 
already  been  referred  to.  Difficulty  may  also  arise  in  distin- 
guishing a  gumma  from  epithelioma  of  the  tongue,  and  less 
frequently  from  tubercular  ulceration. 

As  regards  epithelioma,  the  points  to  inquire  into  are  the 
age  of  the  patient,  as  this  disease  is  seldom  seen  in  people  under 
fifty  ;  the  question  of  pain,  the  gumma  being  practically  painless, 
whereas  epithelioma,  even  in  the  early  stages,  causes  neuralgic 
lancinating  pains.  Clinically,  the  malignant  growth  is  less 
diffuse  than  the  gumma ;  it  tends  to  produce  cauliflower 
excrescences ;  it  causes  early  fixation  of  the  tongue,  so  that 
that  organ  cannot  be  protruded;  and  hard  lymphatic  glands 
make  their  appearance  below  the  jaw  fairly  soon  after  the 
growth  is  first  noticed.  The  Wassermann  reaction  and  a  biopsy 
will  be  also  of  assistance  here.  It  must  not  be  forgotten,  however, 
that  the  combination  of  gumma  and  leukoplakia  proceeding 
on  to  epithelioma  is  not  uncommon.  Thus,  out  of  324  cases 
of  syphilitic  leukoplakia,  Fournier  found  97  which  had  become 
epitheliomatous. 

Tuberculous  ulcers  of  the  tongue  usually  take  the  form  of 
more  longitudinal  slits  running  down  the  long  axis  of  the  tongue  ; 
their  edges  are  more  ragged  and  the  ulcer  altogether  more 
tender  than  the  ulcer  produced  by  a  broken-down  gumma. 
The  patient  nearly  always  has  tuberculosis  present  in  some  other 
part,  and  it  is  not  difficult  to  detect  the  acid-fast  bacillus  in 
scrapings  made  from  the  ulcer. 

Treatment. — Apart  from  general  treatment,  which  should 
be  started  at  once,  local  insufflation  of  calomel  is  particularly 
indicated  in  these  ulcers  of  the  tongue. 
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THROAT 

The  sequence  of  events  in  this  neighbourhood  is  usually 
as  follows  : 

In  the  early  secondary  stage  the  first  sign  is  a  general 
erythema  at  the  time  at  which  the  macular  rash  makes  its 
appearance.  Shortly  after  this,  the  grey  shallow  erosions 
commonly  known  as  "  snail- track  ulcers  "  may  be  seen.  Later, 
again,  large  necrotic  ulcerations  occur  on  the  tonsils,  fauces, 
soft  palate,  and  uvula.  A  considerable  amount  of  oedema 
may  be  present  and  patches  covered  with  diphtheroid  exudate, 
so  that  cases  have  occurred  in  which  the  resemblance  to 
diphtheria  was  such  that  tracheotomy  was  contemplated.  The 
perforations  of  the  soft  palate  may  be  mistaken  in  the  later 
years  for  those  seen  in  typhoid  fever.  The  sore  throat  is  a  very 
constant  sign  in  syphilis,  and  as  it  generally  lasts  for  a  considerable 
period,  it.  is  not  difficult,  as  a  rule,  in  taking  the  history  of  a  case 
in  after-years,  to  differentiate  between  the  ordinary  septic 
tonsillitis  and  that  due  to  syphilis.  At  the  time,  however, 
the  diagnosis  may  not  be  so  easy,  especially  in  those  cases 
where  the  sore  throat  makes  its  appearance  before  the  rash 
or  any  other  signs.  These  cases  are  often  diagnosed  as  septic 
tonsillitis,  and  it  is  only  when  the  condition  fails  to  resolve 
under  treatment  that  the  true  diagnosis  is  suspected.  Moreover, 
where  skin  rashes  are  present,  unless. they  are  of  a  very  character- 
istic kind,  they  are  apt  to  be  confused  with  those  sometimes 
seen  due  to  the  absorption  of  septic  products. 

Treatment. — Here,  again,  calomel  insufflation  is  of  considerable 
use  in  cases  of  ulceration  of  the  pharynx.  It  must  not  be 
forgotten,  however,  that  in  using  this  treatment  in  this  region, 
the  patient  is  apt  to  inspire  a  considerable  amount  of  the  vapour, 
and  the  absorption  of  mercury  by  the  lung  is  extremely  rapid, 
so  that  one  has  to  guard  against  producing  a  mercurial  stomatitis 
in  place  of  the  syphilitic  ulceration  ;  it  is  therefore  advisable, 
when  carrying  out  this  treatment,  to  neutralise  any  effect  of 
free  mercury  as  far  as  possible  by  giving  the  patient  some  form 
of  sulphur  water  to  drink,  as  is  done  as  a  routine  at  Aachen. 
Mouth  washes  and  gargles,  consisting  of  peroxide  of  hydrogen 
5  vols.  or  potassium  chlorate  and  alum,  should  also  be  used 
frequently.  Painting  the  ulcers  with  two  or  three  per  cent. 


FIG.  33. — UMBILICATED  PAPULAR  SYPHILIDE  OF  THE  PALATE. 
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chromic  acid  in  water  is  useful  in  the  later  sluggish  type  of  ulcer. 
Generally,  in  addition  to  the  arsenical  treatment,  large  doses 
of  potassium  iodide  or  its  substitutes  should  be  administered. 
It  is  important  to  stop  all  sources  of  irritation,  such  as  smoking, 
strong  alcoholic  drinks,  and  condiments  generally. 


LARYNX 

In  the  early  secondary  stages  the  preliminary  erythema 
and  mucous  plaques  may  be  seen  in  the  larynx.  These  may 
produce  slight  hoarseness  of  the  voice,  which  rapidly^  improves 
under  general  treatment.  The  mucous  plaques  appear  as  greyish 
patches  both  on  the  vocal  cords  and  elswhere.  (Edema  is  also 
a  feature  in  some  cases,  but  is  seldom  bad  enough  to  cause  serious 
obstruction.  Definite  condylomata  have  been  known  to  occur 
in  this  neighbourhood,  and  in  the  later  stages  gummata  and 
ulceration.  It  is  rather  characteristic  of  syphilis  of  the  throat 
generally  that  if  once  produced,  the  lesions  tend  to  recur  in  the 
same  situation,  very  often  within  quite  a  short  time  after 
the  cessation  of  active  treatment.  The  hoarseness  which 
occurs  in  these  more  serious  lesions  is  apt  to  be  permanent, 
even  though  the  ulceration  itself  is  healed  by  treatment.  A 
certain  degree  of  stenosis  of  the  larynx  may  take  place 
subsequently  where  there  has  been  marked  ulceration.  The 
discussion  of  paralysis  due  to  laryngeal  nerve  lesions  does  not 
come  within  our  province. 

Differential  Diagnosis. — The  chief  difficulty  again  is  tuber- 
culosis, and  it  is  advisable,  where  possible,  to  have  the  patient 
examined  by  a  skilled  laryngologist.  As  in  other  parts,  the 
rapidity  with  which  syphilis  develops  as  against  the  slow  progress 
of  tubercle  is  a  guide ;  also  tuberculosis  of  the  larynx  is  apt  to  be 
much  more  painful  than  syphilis.  Tubercle  bacilli  should  be 
searched  for  in  the  sputum ;  the  Wassermann  reaction,  and  finally 
the  therapeutic  test,  should  be  tried.  The  symptoms  produced 
by  carcinoma  of  the  larynx  are  not  unlike  those  caused  by 
syphilis  in  the  later  stages.  The  malignant  growth  is,  however, 
more  painful,  producing  pains  radiating  into  the  neck.  There 
is  usually  some  blood-stained  discharge  coughed  up,  the  breath 
is  more  foul,  and  the  secondary  growths  in  the  glands  are  much 
harder  and  more  marked  than  any  enlargement  due  to  syphilis. 
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Prognosis. — For  lesions  in  the  larynx  occurring  in  the  later 
stages  of  syphilis,  it  is  always  wise  to  give  a  guarded  prognosis. 

Treatment. — General  active  treatment  with  arsenic  and 
mercury  should  be  carried  out  at  once,  but  it  is  unwise  to 
administer  large  doses  of  potassium  iodide  without  testing  the 
patient's  susceptibility  very  carefully  first.  Potassium  iodide 
in  some  people  produces  oedema  in  this  neighbourhood,  and  if 
that  is  already  present,  the  administration  of  potassium  iodide 
may  produce  a  sudden  exacerbation  with  serious  consequences. 
Locally  calomel  vapour  may  again  be  used,  or  an  atomiser  con- 
taining a  one- in- four-thousand  solution  of  perchloride  of  mercury. 

EARS 

The  symptom  of  deafness  in  syphilis  is  extremely  common. 
It  may  occur  quite  early  in  the  secondary  stage,  but  more  often 
it  makes  its  appearance  about  the  second  or  third  year.  It  is 
very  common  in  congenital  syphilis,  and  will  be  referred  to  again 
under  that  heading.  In  acquired  syphilis  it  may  be  secondary 
to  lesions  of  the  throat  involving  the  Eustachian  tubes,  or  it 
may  follow  on  disturbances  of  the  auditory  apparatus  itself. 
There  may  be  a  definite  otitis  media,  subacute  in  the  early  stages 
of  the  disease,  but  very  chronic  in  the  later,  with  a  slow  necrosis 
of  the  ossicles.  The  commonest  ca.use  of  deafness,  however, 
is  a  syphilitic  meningitis  at  the  base  of  the  brain,  involving  the 
auditory  nerve  of  one  or  both  sides.  These  cases  are  usually 
accompanied  by  basilar  or  vertical  headache,  and  if  they  are 
left  long  untreated,  the  damage  to  the  hearing  is  permanent. 
Again,  many  of  the  cases  are  unaccompanied  with  any  other  sign 
or  symptom  whatsoever,  and  it  is  difficult  to  locate  the  cause. 
It  may  come  on  quite  suddenly,  and  the  results  of  treatment 
are  variable,  so  that  no  prognosis  should  be  given.  The 
subjective  symptom  of  tinnitus  is  sometimes  troublesome. 

Treatment. — General  treatment  should  be  started  at  once, 
as  soon  as  the  diagnosis  has  been  made. 

NECK 

The  special  syphilitic  affections  of  this  part,  namely,  the 
pigmentary  syphilides,  have  already  been  referred  to ;  the 
other  lesions  occurring  here  are  common  to  the  neighbouring 
parts. 
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FIG.  35. — LATE  NODULAR  AND  ULCEROUS  SVPHILIDE  OF  THE  HAND. 
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FIG.  36. — AN  UNUSUAL  HEAPED-UP  SCALY  SYPHILIDE  OF 
THE  PALM,  RESEMBLING  PSORIASIS. 
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FIG.  37. — TYPICAL  LATE  PALMAR  SYPHILIDE  SIMULATING  ECZEMA. 
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FIG.  38. — AN  EARLY  PLANTAR  SYPHILIDE  OF  THE  PAPULO-SQUAMOUS  TYPE. 
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FIG.  39. — A  LATE  INFILTRATED  PLANTAR  SYPHILIDE  ASSOCIATED  WITH 
PERIOSTITIS  OF  THE  Os  CALCIS. 


[73 


SYPHILIS  OF  THE  EXTREMITIES  73 

TRUNK  AND  LIMBS 

The  eruptions  on  these  parts  cover  practically  the  whole 
of  the  superficial  manifestations  of  the  disease,  and  need  no 
further  discussion. 

HANDS  AND  FEET 

The  palms  and  soles  modify  the  eruptions  of  syphilis  so  as 
to  produce  special  clinical  pictures.  Owing  to  the  thickness 
of  the  epidermis  in  these  parts,  hypertrophic  scaly  lesions  are 
common.  In  the  early  stages,  round  discrete  scaly  papules 
occur  which  are  one  of  the  distinctive  signs  of  syphilis.  They 
are  usually  bilaterally  symmetrical,  but  in  the  later  stages  tend 
to  affect  one  side  only.  The  latter  are  apt  to  be  chronic,  and 
do  not  react  well  to  treatment ;  they  may  be  brought  out  by 
the  occupation  or  trade  of  the  individual,  which  by  friction 
localises  the  lesion  to  one  part.  There  is  nearly  always  marked 
hyperkeratosis ;  and  on  account  of  the  continual  movements, 
cracks  occur  which  become  infected  with  pyogenetic  organisms 
and  consequently  painful.  Occasionally  the  lesions  take  on  a 
gyrate  or  horseshoe-like  outline  (vide  illustrations,  Figs.  34  and  35). 
On  the  soles  of  the  feet  the  same  conditions  hold,  but,  in  addition, 
these  parts  have  to  support  the  weight  of  the  entire  body,  so 
that  the  pain  is  considerably  increased ;  this  is  not  always 
experienced  in  the  surface  tissues,  but  very  often  there  is 
considerable  pain  in  the  os  calcis  as  well,  probably  due  to  a  mild 
periostitis. 

Differential  Diagnosis. — If  the  early  palmar  and  plantar 
syphilides  are  easy  to  detect,  the  later  ones  may  be  extremely 
difficult.  Sabouraud  has  pointed  out  that  on  the  palms,  syphilis, 
psoriasis,  and  eczema  produce  effects  which  it  is  impossible  to 
differentiate,  so  that  reliance  must  be  placed  more  upon  outside 
evidence  of  the  disease  and  the  history ;  the  Wassermann  reaction 
and  the  therapeutic  test  will  help. 

Treatment. — Locally,  plasters  of  40  per  cent,  metallic  mercury 
and  of  10  per  cent,  salicylic  acid  will  be  found  useful.  The 
X-rays  also  assist  in  resolving  the  lesions  and  healing  the  cracks. 
The  most  important  thing,  however,  is  to  stop  any  form  of  manual 
labour. 
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NAILS 

It  will  be  remembered  that,  in  doctors,  nurses,  and  others 
who  attend  on  syphilitic  patients,  the  lateral  cleft  by  the  side 
of  the  nail  in  the  first  finger  is  the  commonest  situation  for 
infection  to  take  place  and  a  primary  sore  to  result.  In  the 
secondary  stage  the  nails  themselves  may  be  thickened,  cracked, 
or  detached,  due  to  affection  of  the  matrix  and  bed  of  the  nail. 
The  most  important  lesions,  however,  occur  around  the  nail, 
and  are  therefore  really  peri-onychial.  This  condition  has  been 
divided  into  two  classes,  wet  and  dry,  according  to  whether 
suppuration  takes  place  or  not.  In  the  dry  kind  the  area  around 
the  hail  is  swollen,  red,  hard,  and  tense,  resembling  in  aspect 
the  ordinary  whitlow  in  the  early  stages.  In  the  wet  variety 
ulceration  takes  place  around  the  nail,  and  pus  is  seen  oozing 
up  from  the  cleft.  These  cases  are  apt  to  be  more  painful,  but 
not  to  the  same  degree  as  a  septic  whitlow.  They  occur  at 
any  time  during  the  secondary  stages  of  the  disease,  affect,  as  a 
rule,  several  fingers,  and  are  often  bilateral ;  this  point  again 
differentiates  them  from  the  simple  septic  process. 

Differential  Diagnosis. — As  regards  the  dry  kind,  there  is 
only  one  condition  which  they  really  simulate,  that  is  the  slow, 
painless  onychia  usually  seen  in  young  women,  and  which, 
for  want  of  a  better  name,  has  been  called  "  trophic."  This 
condition  is  associated  with  a  certain  amount  of  cyanosis  of 
the  extremities  and  consists  of  a  firm  red  swelling  around  the 
base  and  sides  of  the  nail,  the  nail  itself  being  affected,  secondarily 
showing  pits,  white  spots,  discoloration,  and  frayed  edges ; 
it  is  extremely  indolent  and  usually  lasts  a  year  or  more.  The 
Onychia  sicca  is  much  more  active  than  this,  and  resembles 
that  stage  of  the  whitlow  before  suppuration  takes  place.  In 
the  whitlow,  however,  this  stage  only  lasts  a  few  days,  and  the 
accompanying  pain  and  lymphangitis  serve  to  differentiate  it. 

The  wet  variety  has  to  be  distinguished  from  Morvan's 
disease,  or  multiple  painless  whitlows  in  syringomyelia,  and 
in  other  countries  from  leprosy.  With  regard  to  the  former, 
the  defects  in  sensation  and  the  power  of  detecting  heat  from 
cold  at  once  suggest  the  nervous  malady.  As  regards  leprosy, 
the  well-marked  signs  of  the  disease  elsewhere  would  be  almost 
certainly  present  at  a  stage  when  suppurating  sores  were  in 


SYPHILIS  OF  THE  NAILS  75 

evidence  on  the  finger- tips ;  failing  this,  Hansen's  bacillus 
can  very  easily  be  found  in  scrapings  from  the  skin  over  any 
nodule  or  in  the  nasal  discharge.  It  will  be  remembered  that 
the  Wassermann  reaction  is  not  of  much  assistance  in  this 
differential  diagnosis. 

Treatment. — As  neither  of  these  forms  of  onychia  is  very 
common,  it  is  not  often  that  special  treatment  is  required.  When 
this  is  the  case,  strong  mercurials  should  be  avoided  locally, 
as  they  are  apt  to  increase  any  pain  there  may  be.  In  the  dry 
form  mercurial  plasters  are  of  use,  and  in  the  wet,  fomentations 
either  of  peroxide  of  hydrogen  or  hot  boric  acid.  The  weak 
ungentum  hydrarg.  nit.  dil.  is  also  a  useful  dressing.  General 
treatment  should,  of  course,  be  carried  out  at  once. 

The  special  lesions  in  the  neighbourhood  of  the  anus,  axillae, 
genitals,  and  groins  have  already  been  discussed. 


CHAPTER    VI 
SYPHILIS  OF  THE  VISCERA  AND  INTERNAL  ORGANS 

IT  is  not  my  purpose  to  go  deeply  into  these  internal  affections 
of  syphilis,  as  they  hardly  come  within  our  province,  but  some 
of  the  more  important  ones  must  be  briefly  mentioned. 

GENERAL  FEBRILE  DISTURBANCE 

In  about  half  the  cases  of  syphilis  which  have  been  left 
untreated  in  the  early  stages,  signs  of  general  febrile  disturbance 
may  be  observed  if  looked  for.  At  one  time  it  was  thought 
that  syphilis  was  a  disease  without  a  fever,  but  this  is  certainly 
not  the  case.  It  is  true  that  the  symptoms  are  often  so  slight 
as  to  pass  unnoticed  by  the  patient,  but,  on  the  other  hand, 
they  may  be  so  marked  as  to  deceive  the  physician  and  cause 
an  error  in  diagnosis,  for  example  those  cases  which  simulate 
measles  or  smallpox.  The  rise  in  temperature  is  of  two  kinds : 
firstly,  the  intermittent  fever  with  the  temperature  going  up  in 
the  evening  to  100°  F.  or  perhaps  101°  F.,  but  without  any  rigors 
or  night  sweating ;  otherwise  the  pyrexia  is  not  unlike  that 
seen  in  chronic  pulmonary  tuberculosis.  This  kind  of  temperature 
chart  is  found  in  the  early  stages  of  the  secondary  period  and 
may  continue  for  two  or  three  months  if  the  case  is  left  untreated. 
It  occurs  at  the  same  time  as  the  general  malaise,  pain  in  the 
back,  and  headache.  With  regard  to  the  latter,  there  is  nothing 
distinctive  about  the  early  syphilitic  headache  ;  it  resembles 
that  seen  in  all  fevers,  and  is  situated  in  the  eyes  or  the  frontal 
area.  The  basilar  and  vertical  headache  referred  to  elsewhere 
generally  makes  its  appearance  a  little  later,  and  is  so  character- 
istic as  to  be  of  use  in  diagnosis. 

The  other  type  of  pyrexia  is  a  continued  elevation  of 
temperature,  which  may  last  only  a  few  days  or  for  weeks,  and 
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is  accompanied  by  weakness  and  collapse  so  as  to  simulate 
enteric  fever.  This  is  not  nearly  so  common  as  the  intermittent 
type,  and  has  been  called  by  Fournier  "  typhose  syphilitique." 
There  is  seldom  any  difficulty  in  making  the  diagnosis  between 
this  and  typhoid  fever,  even  if  a  few  syphilitic  papules  appear 
and  resemble  the  rose  spots  of  typhoid.  Consideration  of  the 
tongue,  the  pulse,  the  presence  of  abdominal  pain,  diarrhoea, 
and  the  Widal  reaction  will  quickly  settle  the  point.  It  is, 
however,  a  rare  condition,  and  therefore,  when  it  does  occur, 
for  the  first  few  days  a  mistake  in  diagnosis  may  easily  arise. 
Apart  from  the  more  definite  signs  and  symptoms  mentioned 
above,  we  have  very  often  a  characteristic  mental  attitude  in 
the  early  stages  of  the  disease.  The  patient  may  be  very 
depressed  and  occasionally  suicidal.  This  symptom  is  not 
altogether  dependent  upon  any  moral  remorse  or  anticipation 
of  trouble  with  relatives  on  account  of  the  infection  ;  it  is  such 
a  constant  sign  as  to  be  a  definite  part  of  the  disease,  and  it 
seems  probable  that  the  actual  physical  cause  is  the  secondary 
anaemia  which  occurs  about  this  time.  The  anaemia  is  produced 
by  the  destruction  of  red  blood-corpuscles  at  the  time  the  disease 
becomes  generalised ;  it  is  due  to  the  presence  of  the  treponema 
in  the  blood,  and  to  the  absorption  of  the  syphilo- toxins  from 
the  fixed  tissues.  There  may  be,  therefore,  a  diminution  of  the 
red  cells  down  to  three  or  even  two  millions  per  cubic  millimetre 
of  blood  in  some  cases,  and  a  proportional  diminution  in  the 
haemoglobin.  Haemoglobinuria  may  also  be  seen  more  rarely, 
and  many  authorities  have  attributed  paroxysmal  haemoglobin- 
uria  to  syphilis.  Sometimes  the  anaemia  is  of  the  chlorotic 
type,  that  is  to  say,  the  diminution  of  haemoglobin  is  greater 
than  in  proportion  to  the  destruction  of  the  red  cells.  The 
red  cells  themselves  may  be  deformed  and  irregular  in  size  and 
shape  (poikilocytosis).  There  is  almost  always  an  increase  in 
the  white  cells,  particularly  in  the  mononuclears  as  against  the 
polymorphonuclears.  These  anaemias  are  benefited  by  active 
general  treatment  both  by  mercury  and  arsenic ;  but  if  the  mercury 
is  pressed  beyond  a  certain  point,  there  is  apt  to  be  a  return 
of  the  anaemia  due  to  the  drug,  and  identical  with  that  seen 
in  chronic  mercurial  poisoning. 
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SYPHILIS  OF  THE  BONES  AND  JOINTS 

Syphilitic  periostitis  and  synovitis  are  very  common  in  those 
cases  which  are  not  treated  during  the  primary  stage.  They 
start  with  dull  aching  pains  coming  on  particularly  at  night 
in  the  long  bones,  more  especially  the  clavicle,  tibia,  and  ulna. 
As  a  rule  in  the  early  stages,  not  very  much  is  to  be  seen,  but 
later  on  diffuse  red  swellings  may  occur  over  the  surfaces  of  these 
bones.  In  congenital  syphilis  these  symptoms  may  be  more 
marked,  and  will  be  referred  to  under  that  heading. 

Periostitis  of  the  flat  bones  of  the  skull  produces  the  early 
headaches  at  the  vertex  and  base  of  the  skull ;  the  ordinary 
febrile  headache  in  the  eyes  that  occurs  just  when  the  macular 
rash  is  coming  out  is  part  of  the  general  toxic  condition.  In 
the  later  stages  periostitis  produces  the  necrosis  of  the  skull 
mentioned  above. 

Synovitis  may  be  a  very  marked  symptom,  and  in  some 
cases  it  occurs  quite  early,  before  any  rash  is  in  evidence  ;  it 
may  then  easily  be  mistaken  for  acute  or  sub- acute  rheumatism, 
as  a  temperature  at  this  period  is  a  common  symptom,  and  the 
large  joints  like  the  knee  and  the  ankle  are  the  ones  usually 
affected,  so  that  it  is  not  until  the  rash  shows  itself  that  the 
true  nature  of  the  synovitis  is  suspected,  and  in  some  cases 
not  even  then,  the  rash  being  attributed  to  the  treatment  with 
salicylate  of  soda.  Moreover,  even  if  there  is  a  sore  throat, 
it  is  at  this  early  stage  little  more  than  an  erythema,  and  not 
unlike  that  seen  in  rheumatism.  It  is  as  well,  therefore,  to  go 
into  the  history  and  search  for  the  remains  of  a  primary  sore 
in  those  cases  of  acute  synovitis  which  do  not  appear  to  react 
to  the  usual  anti-rheumatic  treatment.  Gonorrhoeal  rheumatism 
may  also  give  trouble  in  diagnosis,  but  as  a  rule  in  this  condition 
the  swelling  is  more  around  rather  than  in  the  joint,  and  the 
history  or  presence  of  a  discharge  from  the  urethra  will,  of  course, 
suggest  the  proper  diagnosis.  When  there  is  a  double  infection 
with  syphilis  and  gonorrhoea,  it  is  impossible  to  say  how  much 
the  condition  is  due  to  the  one  or  the  other.  Various  deformities 
of  the  bones  occurring  in  congenital  syphilis  will  be  briefly 
mentioned  later. 
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SYPHILIS  OF  THE  MUSCLES  AND  TENDONS 

In  the  early  stages  of  syphilis  the  muscles  are  practically 
unaffected  ;  teno-synovitis  is,  however,  common,  and  it  is  usually 
associated  with  periostitis  and  arthritis.  An  effusion  of  fluid 
is  thrown  out  into  the  tendon  sheath,  and  the  pain  on  movement, 
especially  of  the  extensors  of  the  hands,  may  be  severe.  The 
pains  which  occur  in  the  muscles  in  the  early  stages  appear  to 
be  due  rather  to  a  fibrositis  of  the  adjacent  fasciae.  In  the  later 
stages  gummas  may  occur  in  any  of  the  muscles  of  the  body, 
the  tongue,  the  heart,  and  the  muscles  of  the  limbs  being  the 
most  commonly  affected  as  mentioned  above ;  also  atrophies 
of  the  muscles  due  to  nerve  lesions  in  the  spinal  cord  may  be 
met  with.  These  affect  particularly  the  muscles  of  the  forearm 
and  hands  ;  occasionally  the  cases  closely  resemble  the  progressive 
muscular  atrophy  of  Aran-Duchenne. 

SYPHILIS  OF  THE  CIRCULATORY  SYSTEM 

The  disease  appears  to  have  a  special  predilection  for  the 
endothelial  lining  of  the  arteries.  It  affects  not  only  the  small 
arterioles,  but  also  large  vessels  like  the  aorta.  Endarteritis 
appears  at  all  stages  of  the  disease  :  it  can  be  seen  in  sections 
of  the  primary  sore,  under  the  microscope,  affecting  the  vessels 
just  below  the  cutaneous  surface,  in  the  early  and  late  papular 
and  nodular  syphilides,  in  gnmmas,  in  the  cerebral  arteries 
in  those  suffering  from  the  later  manifestations  of  the  disease, 
in  atheroma  and  aneurysm  of  the  larger  vessels,  not  only  in  old 
acquired  syphilis  but  also  in  congenital  cases.  This  endarteritis 
is  brought  about  by  the  presence  of  the  treponema  and  toxins 
in  the  blood,  which  is  in  continual  contact  with  the  delicate 
wall- linings.  Other  toxins  may  produce  similar  effects,  such 
as  those  of  perhaps  chronic  alcoholism,  lead  poisoning,  and 
gout,  and  the  toxins  of  most  of  the  acute  fevers  can  produce 
degenerative  alterations  in  the  walls  of  the  blood-vessels ;  but  it 
seems  more  and  more  evident  that  the  chief  cause  of  arterial 
disease  is  syphilis.  It  is  not  too  much  to  say  that,  speaking 
pathologically,  the  arterial  lesions  of  syphilis  prove  that  there 
is  no  hard-and-fast  line  between  the  secondary  and  what  used 
to  be  called  the  "tertiary"  period.  General  disease  of  the 
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arteries  due  to  syphilis — that  is  to  say,  that  due  to  the  general 
toxaemia,  and  not  to  local  lesions — may  show  itself  any  time 
after  the  third  year.  Darier  quotes  two  cases  of  death  due  to 
cerebral  arteritis  in  the  first  year  of  the  disease,  but  this  is  unusual. 
As  regards  situation,  the  arteries  most  affected  are  those  at  the 
base  of  the  brain,  forming  the  circle  of  Willis.  It  is  possibly 
due  to  the  important  results  following  on  disease  of  the  cerebral 
arteries  that  attention  is  mostly  drawn  to  them;  and  else- 
where one  occasionally  sees  gangrene  of  a  limb  due  to  syphilitic 
occlusion  of  the  main  vessel  supplying  it.  Small  multiple 
aneurysms  are  often  visible  to  the  naked  eye  on  syphilitic 
cerebral  arteries,  and  usuallyfrin  association  with  some  degree  of 
meningitis. 

Histology. — Under  the  microscope,  all  the  coats  of  the  artery 
may  be  seen  affected  in  some  cases,  when  the  lesion  is  described 
as  a  "  pan- arteritis."  More  often  the  tunica  media  remains 
free,  the  main  part  of  the  disease  being  in  the  intima  and 
adventitia.  The  former  is  thickened  concentrically,  shows  an 
infiltration  of  plasma  and  small  round  cells,  occasionally  giant 
cells,  and  so-called  microscopic  gummas.  In  the  adventitia 
the  same  infiltration  of  cells  is  seen,  and  the  vasa  vasorum  are 
also  thickened.  Peri- arteritis  as  well  as  the  endarteritis  obliterans 
also  occur.  Later,  fibrosis  replaces  the  cellular  infiltration, 
with  loss  of  elasticity  and  a  tendency  for  the  coats  of  the  vessels 
to  adhere  less  firmly  to  one  another,  producing  occasionally 
the  so-called  dissecting  aneurysm. 

Bacteriology. — The  Treponema  pallidum  has  been  found 
in  the  walls  of  the  vessels  and  in  the  perivascular  inflammatory 
deposits.  It  is  difficult  to  lay  too  much  stress  on  the  importance 
of  these  vascular  lesions.  They  are  probably  the  chief  factor  in 
causing  death  from  syphilis.  Mott  has  stated  "  that  no  disease 
is  more  productive  of  arterial  degeneration  than  syphilis,  by 
causing  endarteritis  of  the  vasa  vasorum  and  defective  nutrition 
of  the  walls  of  the  larger  arteries ;  by  the  devitalising  influence 
of  a  toxin,  long  present  in  the  body,  producing  anaemia  and 
lowering  the  physiological  margin  of  the  normal  metabolism, 
so  that  in  a  case  of  injury  or  strain  the  equilibrium  is  not 
maintained  and  degeneration  ensues." 

As  regards  the  veins,  they  are  also  infected,  producing  a 
phlebitis  which  clinically  may  not  look  unlike  Erythema  nodosum ; 
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in  fact,  some  authorities  look  upon  syphilis  as  one  of  the  causes 
of  this  condition. 

Treatment. — These  vascular  lesions  may  be  looked  upon  as 
para- syphilitic,  in  that  they  are  not  affected  by  treatment  in 
the  later  stages ;  that  is  to  say,  as  in  the  nervous  lesions  of 
syphilis,  if  an  essential  structure  has  been  destroyed  and  replaced 
by  fibrous  or  degenerated  tissue,  no  treatment  can  renew  it. 
In  the  early  stages  of  arterial  disease  general  treatment  with 
mercury  and  arsenic  should  be  given  to  arrest  the  process.  In 
all  stages  potassium  iodide  is  of  use ;  it  assists  in  the  resolution 
of  the  cell  infiltration  of  the  walls  of  the  arteries,  and  in  the  later 
stages  lowers  the  blood  tension  which  has  been  increased  by 
arterio- sclerosis,  relieving  headache,  which  is  a  common  symptom. 

Heart — Apart  from  various  functional  disturbances  of  the 
cardiac  action  which  occur  in  syphilis  following  on  neurasthenia, 
general  depression,  and  anaemia,  we  have  more  concrete  evidences 
of  the  disease  in  myocarditis  producing  a  fibrosis ;  in  gummas 
of  the  heart- wall,  which  on  healing  leave  similar  fibrosed  patches  ; 
in  endocarditis  and  consequent  sclerosis  of  the  valves ;  and 
in  pericarditis  usually  associated  with  gumma  of  the  myocardium. 
In  addition,  there  are  the  results  of  syphilitic  disease  of  the 
arteries  of  the  heart  itself.  It  seems  fairly  definitely  established 
now  that  true  angina  pectoris  has  an  anatomical  basis  in  coronary 
endarteritis.  The  symptomatology,  diagnosis,  and  treatment 
of  these  conditions  are  within  the  sphere  of  the  general  physician  ; 
it  is  sufficient  here  merely  to  enumerate  the  more  common 
lesions. 

SYPHILIS  OF  THE  ALIMENTARY  SYSTEM 

The  mouth,  tongue,  and  throat  lesions  have  already  been 
referrred  to.  In  the  oesophagus,  the  most  important  lesion 
we  have  to  deal  with  is  fibrosis  producing  stricture  as  it  slowly 
contracts.  This  fibrosis  may  be  due  either  to  superficial  gumma 
of  the  cesophageal  wall  or  to  ulceration.  In  either  case  it  is 
remarkable  what  little  trouble  they  give  the  patient ;  as  a  rule, 
there  is  no  complaint  until  difficulty  in  swallowing  solids  and 
regurgitation  of  food  occur.  The.  diagnosis  must  be  made 
between  this  condition,  aortic  aneurysm  pressing  on  the 
oesophagus,  and  malignant  disease  of  the  oesophagus  itself. 
In  aneurysm  the  X-rays  may  be  of  the  greatest  assistance ; 
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the  other  points  to  be  noted  are  the  presence  of  a  pulsating 
intrathoracic  tumour  (it  is  most  important  to  distinguish  here 
between  true  expansile  pulsation  and  transmitted  pulsation), 
tracheal  tug,  displacement  of  the  heart,  etc.  The  Wassermann 
test  will  not  be  of  use,  as  the  aneurysm  is  probably  due  to 
syphilitic  disease. 

With  regard  to  carcinoma  of  the  oesophagus,  the  diagnostic 
points  are :  the  occurrence  of  haemorrhage  or  a  foul  discharge ; 
extremely  rapid  wasting,  more  marked  than  that  occurring 
in  either  of  the  other  conditions;  secondary  growths  in  the 
lymphatic  glands ;  and  a  negative  Wassermann  reaction. 

In  the  syphilitic  stricture  there  are  no  extraneous  signs  or 
symptoms,  but  only  the  mechanical,  gradually  increasing 
difficulty  in  swallowing,  with  ballooning  of  the  oesophagus 
above  the  stricture.  Where  possible,  someone  skilled  in  the 
use  of  the  cesophagoscope  should  be  called  in  to  examine  the 
patient,  and  the  passage  of  a  bismuth  meal  through  the 
oesophagus  should  be  viewed  by  the  X-rays. 

Treatment. — Potassium  iodide  may  be  of  some  slight  use 
in  addition  to  arsenic  and  mercury,  but  the  treatment  is  chiefly 
surgical,  and  consists  in  stretching  the  stricture  with  bougies 
of  increasing  size. 

Stomach.— It  seems  probable  that  syphilis  may  be  more  often 
the  cause  of  ulcers  and  deformities  of  the  stomach  than  was 
generally  supposed  in  the  past.  At  any  rate,  it  is  wise  to  try 
anti- syphilitic  treatment  in  those  cases  where  there  is  a  history 
of  the  disease  and  the  Wassermann  test  is  positive. 

Intestines. — Syphilitic  lesions  of  the  intestines  are  rare,  but 
multiple  ulcerations  do  occur  which  may  give  rise  to  symptoms 
not  unlike  that  of  typhoid  fever.  Intestinal  tuberculosis  may 
also  be  imitated.  Gaucher  and  Edmond  Fournier  have  drawn 
attention  to  the  possibility  of  appendicitis  being  due  to  antecedent 
syphilis,  more  especially  in  congenital  cases. 

Rectum. — In  the  rectum  occur  lesions  similar  to  those  seen  in 
the  oesophagus — that  is  to  say,  fibrous  stricture  consequent  on 
ulceration.  In  some  cases  there  appears  to  be  no  preceding 
ulceration,  but  simply  an  infiltrating  fibrosis.  The  treatment 
is  chiefly  surgical,  although  in  the  early  stages  anti- syphilitic 
drugs  may  be  of  use. 

Anus. — The  chief  lesions  in  this  neighbourhood,  such  as  condy- 
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lomata,  external  fissures,  and  ulcers,  have  already  been  discussed. 
Strictures  and  ulcerations  similar  to  those  in  the  rectum  may 
also  occur  in  the  anus.  It  is  perhaps  as  well  to  give  a  word  of 
warning  with  regard  to  digital  examinations  in  these  parts. 
It  is  probable  that  more  medical  men  are  directly  infected  by 
syphilitic  lesions  of  the  anus  and  rectum  than  by  any  others. 
In  examining  ulcers  and  other  conditions  of  the  genitals,  the 
physician  is  generally  more  on  his  guard  and  wears  either  rubber 
gloves  or  carries  out  thorough  disinfection  afterwards.  Anal 
examination,  on  the  other  hand,  is  often  made  with  only  the 
protection  of  soap  or  vaseline,  which  are  quite  inadequate. 

SYPHILIS  OF  THE  LIVER 

Syphilis  of  the  liver,  both  acquired  and  congenital,  is  very 
common.  In  the  early  secondary  febrile  stage  jaundice  is  a 
not  uncommon  sign,  especially  in  the  more  severe  cases.  It 
is  of  the  catarrhal  type  and  reacts  rapidly  to  anti- syphilitic 
treatment.  It  is  usually  present  at  the  same  time  as  the  early 
secondary  rashes,  and  is  often  peculiarly  patchy  in  its  distribution, 
the  discoloration  being  quite  deep  on  the  limbs  and  trunk, 
but  hardly  showing  at  all  on  the  face,  as  in  the  case  illustrated 
in  Fig.  6.  The  later  syphilitic  conditions  of  the  liver  consist 
of  a  pericellular  fibrosis,  disease  of  the  arteries,  and  gummata ; 
the  latter  are  fairly  common.  In  a  case  reported  by  Rolleston 
the  gumma  of  the  liver  implicated  the  diaphragm  and  extended 
into  the  chest.  Jaundice  and  ascites  may  occur  as  in  ordinary 
cirrhosis,  so  that  in  a  case  where  the  origin  of  the  cirrhosis  is 
doubtful,  the  Wassermann  reaction  should  be  taken  and  anti- 
syphilitic  treatment  tried.  There  have  been  cases  where  acute 
yellow  atrophy  has  followed  on  the  ordinary  syphilitic  jaundice  ; 
these  cases  occurred  before  the  treatment  with  salvarsan  came 
into  use,  and  must  not  be  confused  with  those  which  have  been 
attributed,  in  all  probability  wrongly,  to  the  excessive  use  of 
arsenical  compounds.  Rolleston  regards  these  severe  cases  of 
icterus  as  being  due  to  excessive  pericellular  infiltration 
Lardaceous  disease  of  the  liver  is  a  parasyphilitic  condition, 
and  now  that  surgery  has  eliminated  most  of  the  cases  of  long- 
standing suppuration,  syphilis  and  tuberculosis  are  the  chief 
causes  of  this  disease. 
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SYPHILIS  OF  THE  PANCREAS 

The  diabetes  caused  by  syphilitic  lesions  in  this  organ  is  the 
only  disease  which  need  be  enumerated  here.  Bosanquet  found 
evidence  of  pancreatic  syphilis  in  ten  cases  out  of  eighty  post- 
mortems on  diabetic  patients. 

SYPHILIS  OF  THE  RESPIRATORY  SYSTEM 

The  lesions  of  the  nose  and  larynx  have  already  been 
enumerated.  Syphilitic  ulceration  of  the  trachea  and  larger 
bronchi  has  been  met  with  and  may  lead  to  serious  results, 
but  luckily  is  extremely  rare.  A  catarrhal  bronchitis  is  fairly 
common  in  the  early  secondary  stage  ;  it  is  not,  however,  of  any 
great  importance,  and  is  probably  due  to  erythematous  papules 
and  macules  on  the  tracheo-bronchial  mucous  membrane  itself. 
Bronchitis  of  the  smaller  tubes  is  often  associated  with  the 
very  rare  chronic  syphilitic  interstitial  pneumonia.  This  form 
of  fibroid  phthisis  reacts  well  to  treatment,  and  cases  have  been 
reported  which  have  closely  resembled  tuberculosis  of  the  lung, 
but  cleared  up  almost  entirely  under  anti- syphilitic  measures. 
The  two  conditions  are  often  seen  together,  and  it  seems 
established  now  that  syphilis  is  one  of  the  predisposing  causes 
of  tuberculosis  of  the  lungs.  On  the  other  hand,  of  course,  it 
is  not  unusual  for  a  tubercular  subject  to  acquire  syphilis.  It 
has  been  noticed  in  these  cases  that  the  tubercular  lesions  get 
worse  after  a  syphilitic  infection,  and  improve  under  anti- 
syphilitic  treatment. 

Gummas  may  occur  in  any  part  of  the  lungs.  When  they 
are  on  the  surface,  the  pleura  is  implicated  and  adhesions  may 
form.  These  gummas  may  be  gradually  absorbed,  or  they 
may  break  down  and  be  coughed  through  the  bronchi,  leaving  a 
cavity.  The  white  pneumonia  of  congenital  syphilis  will  be 
referred  to  under  that  heading. 

SYPHILIS  OF  THE  GENITO-URINARY  SYSTEM 

The  lesions  on  the  external  genital  organs  have  already 
been  dealt  with.  The  testicles,  bladder,  and  the  internal  female 
organs  of  generation,  as  well  as  the  kidneys,  may  all  be  infected. 

The  Testicle. — In  the  early  secondary  stage  a  mild  epididymitis 
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may  occur  which  is  less  acute  and  less  painful  than  that  due  to 
gonorrhoea.  In  the  later  stages,  generally  after  the  second  year, 
interstitial  orchitis  is  moderately  common.  The  whole  testis  be- 
comes more  or  less  evenly  enlarged,  and  although  soft  in  the  early 
stages,  it  very  soon  changes  to  a  hard,  smooth,  insensitive  organ 
which  can  be  compressed  without  causing  any  pain,  and  which 
has  been  called  the  "  billiard-ball "  testicle.  The  scrotum 
over  it  is  unaffected,  and  the  process  goes  on  so  insidiously 
that  it  is  often  unnoticed  by  the  patient.  If  left  untreated,  it 
may  end  in  complete  atrophy,  the  whole  organ  being  replaced 
by  fibrous  tissue  ;  one  or  both  sides  may  be  affected.  In  addition 
to  this  interstitial  orchitis,  gummas  may  occur  which  can  be 
felt  as  nodules  on  the  testicular  surface.  The  diagnosis  between 
this  and  tuberculosis  or  malignant  growth  of  the  testicle  is  of 
importance.  In  all  of  them  the  evolution  is  usually  slow,  but 
syphilis  is  also  painless,  the  only  sensation  being  that  of  dragging 
down  owing  to  the  increased  weight.  Both  tuberculosis  and 
malignant  growths  are  tender  and  painful.  Suppuration  leading 
to  adherence  of  the  overlying  skin  and  subsequent  ulceration 
are  very  rare  in  syphilis,  common  in  tuberculosis,  and  inevitable 
in  the  later  stages  of  malignant  growth. 

The  glands  in  the  groin  are  •  unaffected  in  syphilis,  usually 
so  in  the  tubercular  orchitis,  but  invariably  show  secondary 
growths  in  the  later  stages  of  malignancy,  whether  carcino- 
matous  or  sarcomatous.  The  spermatic  cord  is  practically 
never  affected  in  syphilis,  but  nearly  always  thickened  in 
tuberculosis,  as  the  disease  has  probably  spread  to  the  testicle 
from  above  downwards.  In  malignant  growth  it  may  or  may 
not  be  affected.  The  malignant  growth,  as  a  rule,  only  affects- 
one  organ,  whereas  both  syphilis  and  tubercle  may  attack 
the  two. 

The  history,  presence  of  tubercle  in  other  parts,  and  the 
Wassermann  reaction  are  all  points  to  be  taken  into  consideration 
injnaking  the  diagnosis.  The  age  of  the  patient  is  not  of  much 
importance  as  an  aid  to  diagnosis,  as  sarcoma  of  the  testicle 
is  met  with  commonly  in  young  adults,  while  carcinoma  occurs 
late  in  life. 

Treatment, — The  process  is  arrested  by  anti- syphilitic  measures; 
but  if  the  fibrosis  has  reached  an  advanced  stage,  atrophy  of 
the  organ  may  result,  as  of  course  no  treatment  can  regenerate 
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the  essential  elements.     Locally  a  Scott's  dressing  or  mercury 
plaster  may  be  of  use. 

Female  Genital  Organs. — The  lesions  of  the  external  organs  and . 
primary  sore  of  the  cervix  have  already  been  referred  to.  With 
regard  to  the  body  of  the  uterus  a  syphilitic  endometritis  may 
occur,  but  it  is  not  common,  and  takes  the  form  of  an  ulceration 
of  the  mucous  membrane  usually  occurring  late  in  the  disease. 
There  is  a  certain  amount  of  purulent  discharge  associated 
with  occasional  traces  of  blood.  Gummas  may  occur,  and  in 
some  cases  have  been  diagnosed  wrongly  as  fibroids.  They  also 
have  been  found  thickening  the  walls  of  the  Fallopian  tubes, 
and  Lancereaux  also  refers  to  gummatous  lesions  of  the  ovary. 

Kidney. — It  is  very  common  to  see  an  early  syphilitic  nephritis. 
This  occurs  at  the  same  time  as  the  rise  of  temperature  and  the 
general  early  rash.  As  a  rule,  the  more  severe  these  symptoms 
are,  the  more  marked  the  nephritis.  It  is  comparable  to  that  seen 
in  many  fevers,  and  in  the  vast  majority  of  cases  is  unnoticed  by 
the  patient  and  passes  off  of  its  own  accord  in  a  few  weeks,  or 
more  rapidly  under  treatment.  The  amount  of  albumin  present 
in  the  urine  is  not  very  great,  usually  enough  to  form  a  fairly 
thick  cloud  on  boiling  and  adding  acetic  acid.  It  is  important 
to  remember  haw  common  this  albuminuria  is,  as  many  physicians 
make  a  routine  of  testing  the  urine  before  giving  salvarsan  or 
its  derivatives,  and  if  they  find  albumin  present  they  either 
give  much  smaller  doses  or  omit  this  form  of  treatment  entirely. 
There  is  no  need,  however,  to  be  anxious  if  the  nephritis  is  of 
this  early  syphilitic  type,  as  the  amount  of  albumin  will  rapidly 
become  less  under  active  treatment. 

Another  type  of  nephritis  which  occurs  late  in  syphilis  is 
either  gummatous  or  atrophic,  the  latter  associated  with  disease 
of  the  arteries  and  eventually  ending  in  a  typical  arterio-sclerotic 
kidney.  Occasionally  the  early  type  merges  into  the  late, 
especially  where  treatment  has  been  inadequate  or  absent. 
It  must  be  remembered  that  where  energetic  mercurial  treatment 
has  been  carried  out  either  by  intra-muscular  injections  or  by 
inunctions,  as  at  Aachen,  a  transient  albuminuria  may  occur 
from  the  toxic  effect  of  the  drug.  Mercury,  however,  will  do 
no  permanent  damage  to  the  kidney,  and  on  stopping  the  treat- 
ment the  albuminuria  will  disappear. 

The  chronic  atrophic  syphilitic  nephritis  is  in  all  probability 
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one  of  the  commonest  causes  of  death  from  syphilis.  Other 
factors,  such  as  cold,  alcoholism,  etc.,  may  be  of  importance  in 
localising  syphilis  to  this  organ,  but  it  seems  probable  that 
syphilis  is  one  of  the  chief  factors  in  the  production  of  the  arterio- 
sclerotic  kidney,  and  that  in  the  future  more  of  these  cases 
will  be  attributed  to  syphilis  than  have  been  in  the  past. 

Like  the  liver,  the  kidney  is  liable  to  be  attacked  by  amyloid 
disease.  It  is  not  proposed  to  go  further  into  the  pathology 
and  symptomatology  of  these  renal  conditions,  which  belong 
properly  to  general  medicine ;  they  are  mentioned  here  only 
in  so  far  as  they  refer  to  syphilis  as  a  whole,  and  particularly 
in  relation  to  treatment. 

Bladder  and  Prostate. — It  is  only  in  very  rare  cases  that  syphilis 
attacks  these  organs;  the  lesions  are  then  of  the  ulcerous  and 
gummatous  type  and  occur  late  in  the  course  of  the  disease. 

SYPHILIS  OF  THE  SPLEEN 

This  organ  is  commonly  enlarged  in  congenital  syphilis, 
but  occasionally  in  the  acquired  disease  also  it  becomes  hyper- 
trophied.  In  addition,  it  is  one  of  the  organs  which  may  be 
attacked  by  amyloid  disease. 

SYPHILIS  OF  THE  NERVOUS  SYSTEM 

This  is  such  a  large  subject  that  it  is  impossible  to  do  more 
than  mention  a  few  of  the  commoner  conditions  that  are 
met  with  in  the  ordinary  treatment  of  a  case.  The  student  is 
therefore  referred  to  neurological  text-books  for  detailed 
descriptions  of  symptoms,  pathology,  and  treatment. 

The  commonest  nervous  disorder  seen  in  the  course  of  the 
disease  is  hemiplegia.  This  may  occur  quite  early — that  is  to 
say,  within  three  years  of  the  primary  sore,  especially  in  patients 
who  have  acquired  syphilis  late  in  life.  It  is  by  no  means  only 
one  of  the  more  remote  sequelae  of  the  disease.  Further,  in  a 
young  or  middle-aged  person,  syphilis  is.  one  of  the  commonest 
causes  of  hemiplegia  ;  it  is  not  going  too  far  to  say  that  hemiplegia 
occurring  in  a  patient  under  forty  who  has  no  cardiac  lesion 
is  diagnostic  of  syphilis.  The  hemiplegia  is  due  to  either  ob- 
literative  endarteritis  or  cerebral  haemorrhage.  The  cases  vary 
greatly  in  their  severity,  the  milder  ones  simply  exhibiting  a 


88  SYPHILIS    AND    ITS    TREATMENT 

slight  loss  of  power  in  one  arm  or  leg,  the  more  severe  a  complete 
hemiplegia,  with  affection  of  the  speech  sometimes  if  the  lesion 
is  on  the  left  side  of  the  brain.  The  onset  is  often  preceded 
by  headache  and  slight  paresis,  particularly  of  the  muscles  of 
the  face ;  it  is  sudden,  but  not  so  abrupt  as  in  the  case  of  the 
ordinary  apoplexy,  except  where  the  lesion  is  due  to  a-hsemorrhage 
from  a  small  aneurysm  (such  as  those  referred  to  on  page  79). 
Sensation  is  usually  unaffected,  and  except  in  the  severer  cases 
the  prognosis  is  very  much  better  than  in  the  ordinary  non- 
syphilitic  hemiplegia.  Occasionally  the  symptoms  are  due  to 
pressure  from  gummas,  which  is  relieved  as  they  resolve  under 
treatment,  with  a  partial  or  complete  recovery  of  power  in  the 
muscles  affected.  As  in  most  cases  of  syphilis  of  the  nervous 
system,  these  hemiplegias  occur  in  patients  who  have  either 
had  insufficient  treatment  or  none  at  all,  owing  to  the  fact  that 
the  primary  sore  and  secondary  lesions  were  so  trivial  and 
transient  as  to  pass  unnoticed,  with  the  result  that  the  sudden 
loss  of  power  may  be  the  first  indication  of  syphilitic  infection. 
In  these  days  of  improved  treatment  and  the  Wassermann 
reaction,  these  phenomena  should  become  much  more  rare. 

Treatment. — General  treatment  with  arsenic  and  mercury 
should  be  started  at  once,  but,  as  in  all  cases  of  cerebral  syphilis, 
the  arsenical  compounds  should  be  used  with  great  caution 
until  the  physician  feels  his  way  in  the  case.  It  is  essential 
to  keep  the  patient  in  bed  for  some  days  after  an  injection  of 
any  of  the  salvarsan  group,  however  transient  the  paresis. 
In  all  probability  the  headache  will  be  made  worse  for  the  first 
twenty- four  hours  after  the  injection,  but  after  that  rapid 
improvement  should  take  place.  It  is  unwise  to  give  more 
than  *3  gram  of  the  Novarsenobillon  at  the  first  injection,  and 
the  other  members  of  the  salvarsan  group  in  proportional  dosage. 
Mercury  may  be  administered  intravenously  in  these  cases  if 
preferred.  The  salt  which  is  used  is  the  cyanide  in  i  per  cent, 
solution,  i  to  2  c.c.  being  injected  into  a  vein  in  the  arm 
daily.  If  this  method  of  giving  mercury  is  employed  at  all, 
these  cases  of  cerebral  syphilis  are  especially  the  ones  where 
its  use  is  called  for. 

Cranial  Nerves. — Another  very  common  result  of  syphilis  is 
implication  of  the  various  cerebral  nerves  at  the  base  of  the 
brain.  These  are  nearly  always  involved  in  a  meningitis ;  they 
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may,  however,  also,  though  more  rarely  be  affected  by  pressure 
from  a  gumma.  On  account  of  the  meningitis  there  is  almost 
always  associated  an  intense  headache.  Paralysis  of  the  oculo- 
motor nerves  is  common,  and  of  the  auditory  nerve  referred  to 
above ;  optic  neuritis  and  paralysis  of  the  seventh  nerve  involv- 
ing the  muscles  of  the  face  are  not  rare.  The  hypoglossal  and 
vagus  nerves  are  more  rarely  affected. 

Gammas  of  the  Brain 

Gumma  of  the  brain  may  occur  at  any  time  after  the  first 
two  years,  with  general  signs  due  to  pressure  exerted  by  its 
growth,  and  also  local  signs  of  irritation  according  to  its  situation. 
The  most  striking  fact  about  cerebral  gummas  to  the  general 
syphilographer  is  the  very  indolent  way  in  which  they  react 
to  treatment.  In  fact,  to  some  of  them  treatment  appears 
to  make  no  difference  at  all.  It  frequently  happens  that 
trephining  is  done  in  these  cases  on  the  diagnosis  of  cerebral 
tumour,  and  it  is  a  debatable  point  whether  this  is  not  advisable 
even  though  the  diagnosis  of  gumma  is  made  beforehand.  The 
importance  of  arterial  disease  of  syphilitic  origin  in  all  lesions 
of  the  brain  and  nervous  system  has  already  been  referred  to, 
but  it  may  be  repeated  that  from  a  pathological  point  of  view 
it  is  impossible  to  exaggerate  the  ill  effects  produced  by  this 
degeneration. 

General  paralysis  of  the  insane  and  tabes  dorsalis  have  been 
recognised  for  years  as  being  due  to  syphilis  of  the  brain  and 
spinal  cord  respectively.  Further  confirmation  of  this  has 
been  given  since  the  discovery  of  the  Treponema  pallidum. 
It  is  not  proposed  to  go  into  the  pathology  and  symptomatology 
of  these  two  well-known  conditions. 

Apart  from  general  paralysis,  syphilis  may  cause  most  of 
the  common  forms  of  insanity,  as  has  been  pointed  out  by  Mott. 

Disseminated  sclerosis  is  another  affection  of  the  nervous 
system  which  has  for  many  years  been  ascribed  to  syphilis. 
Acute  and  chronic  myelitis  may  also  be  due  to  this  disease, 
and  also  some  of  the  cases  of  muscular  atrophy. 

The  age  of  the  patient  is  of  importance  for  two  reasons — 

1.  If  past  middle  age,  he  probably  already  has  some  hardening 
of  the  arteries. 

2.  He  does  not  stand  treatment  as  well  as  a  younger  man. 
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Epilepsy.— Epilepsy,  more  especially  of  the  Jacksonian  type, 
is  by  no  means  rare  in  acquired  syphilis,  but  more  common  in 
congenital  cases.  Where  a  young  adult  has  epilepsy  for  the 
first  time,  syphilis  as  the  cause  should  always  be  looked  for. 
Aphasia  is  a  sign  which  is  very  often  seen  in  association  with 
epilepsy  due  to  syphilis,  but  also  occurs  apart  from  it.  It  is 
sometimes  a  prodromal  symptom  indicating  the  imminence  of 
more  serious  trouble. 

i 

HABITS 

The  most  important  point  in  this  connection  is  the  question 
of  alcohol.  Chronic  alcoholics  are  most  unsatisfactory  patients 
to  treat  for  syphilis,  firstly  because  they  stand  treatment  badly, 
so  that  the  physician  is  obliged  to  give  smaller  doses  of  mercury 
and  arsenic  than  he  otherwise  would,  and  secondly,  because, 
they  will  never  carry  out  the  instructions  given  them  or  come 
up  regularly  for  their  treatment. 

The  next  important  factor  in  the  habits  of  the  patient  is 
excessive  exertion,  either  muscular,  mental,  or  sexual.  To 
take  an  example  of  aneurysm  alone,  this  certainly  occurs  more 
often  in  those  trades  which  necessitate  arduous  manual  labour. 
As  regards  temperament,  patients  who  are  neurotic  in  type 
appear  to  be  more  easily  affected  as  regards  their  nervous  system 
than  placid  individuals. 

The  presence  of  some  other  intercurrent  disease  such  as 
tubercle  or  malaria,  especially  the  former,  is  a  very  important 
factor  in  the  prognosis.  However,  the  one  redeeming  point 
is  that  the  treatment  for  each  disease  has  a  beneficial  effect 
on  the  other. 

To  take  a  general  view,  if  the  patient  is  young,  starts  treatment 
early,  and  carries  it  out  thoroughly  as  advised  by  his  physician, 
the  outlook  is  excellent.  It  is  true  that  in  some  cases  where 
every  precaution  has  been  taken  and  where  the  patient  has 
most  conscientiously  carried  out  the  instructions,  serious 
symptoms  do  arise  late  in  life ;  but  these  cases  are  rare,  and  it 
is  probable  that  they  will  become  rarer  still  when  time  allows 
us  to  see  the  effect  of  modern  methods. 

Prognosis. — The  prognosis  in  a  case  of  syphilis  depends 
mostly  on  the  stage  in  which  treatment  is  started.  Other 
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factors,  such  as  the  age  of  the  patient  at  the  time  of  infection, 
his  or  her  habits  and  temperament,  and  the  intercurrence  of 
some  other  wasting  disease,  are  all  points  to  be  taken  into 
consideration.  It  is  now  universally  agreed  that  early  treatment 
is  quite  the  most  potent  factor  in  producing  a  cure,  and  it  is 
equally  certain  that  those  cases  where,  either  from  negligence 
on  the  part  of  the  patient  in  not  heeding  his  physician's  warnings, 
or  where  the  primary  and  secondary  signs  have  been  so  slight 
as  to  pass  undetected,  no  treatment  is  given  until  some  serious 
nerve  complication  arises,  have  a  gloomy  outlook.  It  is  there- 
fore of  the  utmost  importance  to  obtain  the  diagnosis  at  once, 
either  by  clinical  or  pathological  means,  and  begin  treatment 
without  delay. 

Treatment. — Although  active  anti- syphilitic  treatment  can 
have  no  effect  where  destruction  in  the  nervous  system  is  complete, 
yet  it  should  always  be  pushed,  especially  in  the  early  stages, 
as  many  of  the  symptoms  from  which  the  patient  is  suffering 
may  be  due  to  pressure  and  infiltration,  and  in  so  far  as  this 
is  the  case,  benefit  will  result. 


CHAPTER    VII 
THE    WASSERMANN    REACTION 

IT  is  not  proposed  here  to  go  into  the  details  or  to  describe  the 
somewhat  difficult  technique  of  this  test.     The  student  is  referred 
to  the  text-books  on  bacteriology,   to  which  department  this 
naturally  belongs.     Our  present  function  is  to  discuss  the  use 
and  value  of  the  reaction  as  an  aid  to  diagnosis  and  treatment. 
The  test  has  been  in  use  since  1906,  and  there  is  no  question 
that   its    soundness    and    reliability    are   generally   recognised. 
Cobbett  is  of  the  opinion  that  it  is  as  little  liable  to  give  a  false 
verdict  as  any  of  the  modern  diagnostic  tests  in  use  at  the  present 
day.     It  is  not  infallible,  but  eliminating  the  possibility  of  such 
diseases   as  leprosy,   yaws,   sleeping-sickness,   and  perhaps  the 
early  stages  of  scarlet  fever  and  measles,  a  positive  Wassermann 
is  as  sound  a  proof  of  syphilitic  infection  as  can  be  looked  for. 
The  only  exception  to  this  general  statement  is  in  the  case  of 
the  mother  of  a  syphilitic  child  who  does  not  acquire  the  disease 
herself,  but  shows  an  immunity  and  sometimes  a  positive  blood 
reaction ;    and  even  this  exception  is  not  definitely  established, 
as  many  authorities  maintain  that  she  has  latent  syphilis.     The 
point  is  discussed  further  under  the  heading  of  "  Hereditary 
Syphilis."     On  the  other  hand,  a  negative  result  does  not  equally 
certainly  exclude  the  presence  of  the  disease.     To  begin  with, 
the   reaction   is  not   found  with   any  certainty  until   the  fifth 
or  sixth  week  after  the  infection,  and  rarely  it  may  be  further 
delayed ;  that  is  to  say,  the  blood  may  still  yield  a  negative 
result  after  the  primary  sore  has  been  in  evidence  for  some  time, 
and  after  the  patient  has  already  acquired  his  immunity.     This 
is  evidence  that  the  reaction  is  not  dependent  on  the  production 
of  an  anti- syphilitic  immune  substance  in  the  serum,  analogous 
to  that  developed  in  other  infective  diseases,  such  as  typhoid. 
It  is  true  that  many  skilled  bacteriologists  can  foretell  with 
more  or  less  accuracy  the  probability  of  a  positive  result  in  the 
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near  future,  although  the  blood  is  negative  at  the  time ;  and 
in  consequence  the  clinician  is  sometimes  requested  by  the 
bacteriologist,  in  these  cases,  to  send  a  further  sample  of  blood 
after  a  short  interval.  Again,  in  late  syphilis  there  are  cases 
in  which  the  patient  shows  undoubted  evidence  of  the  disease, 
while  the  blood  gives  a  negative  reaction ;  or  the  blood  may 
be  rendered  negative  temporarily  by  treatment,  but  if  no  further 
therapeutic  measures  are  taken,  in  a  few  months  active  syphilitic 
lesions  may  show  themselves,  and  on  examination  the  blood 
may  prove  to  have  turned  positive  again.  So  that  a  single 
negative  verdict  should  on  no  account  mislead  the  physician 
into  discharging  the  patient  as  cured.  So  many  physicians 
unfortunately  place  such  reliance  on  the  test  that  cases  of  this 
kind  frequently  occur,  with  disastrous  results  which  tend  to  bring 
the  test  into  disrepute.  I  have  seen  three  cases  in  the  last  few 
months  in  which  the  patients,  whose  blood  proved  to  be  negative 
after  a  course  of  mixed  salvarsan  and  mercurial  treatment, 
were  told  they  were  cured,  given  permission  to  marry,  and  who 
subsequently  conveyed  the  disease  to  others. 

Again,  a  phenomenon  which  is  known  as  the  "  latent 
Wassermann  "  may  be  met  with.  This  is  usually  seen  in  the 
later  stages  of  the  disease,  and  very  often  in  patients  who  have 
had  a  certain  amount  of  treatment  in  the  past.  In  this  condition 
the  patient  may  give  a  negative  blood  test ;  but  if  a  small  dose 
of  salvarsan  or  even  treatment  by  mercury  alone  is  administered 
and  the  blood  tested  again,  it  will  show  a  positive  result,  the 
inference  being  that  the  disease  is  lying  dormant,  but  is  stirred 
into  action  by  the  small  amount  of  treatment,  and  if  this  is 
persevered  with  further,  a  negative  result  may  be  obtained 
in  the  end.  It  is  true  that  many  bacteriologists  deny  that  such 
a  phenomenon  exists  as  the  "  latent  Wassermann,"  and  they 
claim  that  if  the  proper  technique  is  carried  out,  the  blood 
in  all  these  cases  will  prove  to  be  positive  in  the  first 
instance. 

In  view  of  the  frequency  of  these  cases,  although  one  cannot 
altogether  eliminate  the  personal  element  in  the  technique  of 
the  Wassermann  reaction,  one  cannot  help  feeling  that  this 
phenomenon  does  occasionally  show  itself.  An  additional 
point  is  that  in  many  of  the  later  nerve  manifestations  of  syphilis 
the  blood  may  be  negative  while  the  cerebro- spinal  fluid  in  the 


94  SYPHILIS    AND    ITS    TREATMENT 

hands  of  the  same  bacteriologist  may  show  a  positive  result. 
This  fact  has  been  demonstrated  by  Dr.  Hunt  in  a  large  number 
of  cases. 

In  proof  of  the  trustworthiness  of  the  test  as  generally  applied 
in  a  venereal  clinic  to  syphilis  in  its  various  stages,  Dr.  Sequeira 
gives  the  following  results  of  the  blood  examinations  in  cases 
which  he  himself  felt  clinically  certain  were  syphilitic : 

Primary  syphilis    .  Reaction  positive  in  90  per   cent. 

Secondary  syphilis.  „              „      „     99  „ 

Tertiary  syphilis     .  „              „      „     95  „ 

Congenital  syphilis  „              „      „  100  „ 

In  practice,  therefore,  if  a  physician  -diagnoses  a  primary 
sore  as  syphilitic  from  the  clinical  aspect  and  the  Wassermann 
reaction  proves  negative,  he  should  wait  a  week  or  so  and  then 
repeat  the  examination,  unless  the  diagnosis  is  meanwhile  clinched 
by  discovery  of  the  treponema  on  the  sore.  In  secondary 
syphilis,  if  a  patient  is  suffering  from  a  rash  which  appears  to 
be  syphilitic  though  the  blood  gives  a  negative  reaction,  the 
diagnosis  should  certainly  be  withheld  until  further  evidence 
is  brought  to  bear  on  the  case,  failing  which  the  blood  should 
be  examined  again  after  a  short  interval,  preferably  by  two 
independent  bacteriologists,  and  a  biopsy  should  also  be  done. 
In  the  later  manifestations,  if  the  blood  proves  negative  while 
the  physician  feels  clinically  certain  that  the  lesion  is  syphilitic, 
he  should  have  the  reaction  repeated,  using  the  cerebro-spinal 
fluid  obtained  by  lumbar  puncture  instead  of  blood.  If  the 
reaction  is  still  negative,  he  should  give  a  short  course  of  mixed 
treatment,  test  the  blood  again  for  a  "  latent  Wassermann," 
and  at  the  sante  time  observe  the  therapeutic  result  on  the 
patient. 

As  regards  congenital  syphilis,  a  negative  result  in  the  early 
stages  is  fairly  conclusive  that  the  disease  the  patient  is  suffering 
from  is  not  syphilis.  In  the  later  lesions  occurring  about 
puberty  or  early  adult  life  the  results  are  not  so  constant,  and, 
in  my  opinion,  a  negative  Wassermann  at  this  period  does  not 
altogether  exclude  the  congenital  form  of  the  disease. 

As  a  guide  to  treatment,  the  Wassermann  reaction  is  again 
of  the  very  greatest  use.  Most  physicians  make  a  habit  of 
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testing  the  blood  before  and  after  a  course  of  injections.  If 
the  case  is  taken  early,  before  the  Wassermann  reaction  shows 
itself — that  is  to  say,  during  the  early  stages  of  the  primary  sore — 
the  result  will  be  negative  of  course  at  the  finish.  On  the  other 
hand,  if  it  is  positive  at  the  beginning  of  treatment,  the  injections 
should  be  continued,  unless  any  untoward  symptoms  show 
themselves,  until  a  negative  result  is  obtained.  Where  a  patient 
comes  up  for  the  first  time  late  in  the  disease,  or  with  a  recurrence 
after  insufficient  treatment,  and  the  blood  is  positive,  probably 
it  will  be  rendered  negative  only  with  some  difficulty.  In  many 
of  the  old  cases,  and  in  some  cases  of  late  congenital  syphilis, 
the  blood  may  be  never  quite  negative,  however  much  treatment 
is  given.  The  physician  should  aim  at  keeping  the  patient's 
blood  negative  once  this  result  has  been  obtained,  and  he  should 
arrange  his  courses  of  treatment  so  that  the  next  one  may  be 
given  before  the  blood  has  time  to  revert  to  the  positive.  If 
by  this  means  he  keeps  the  blood  negative  during  the  first 
year  of  the  disease,  there  is  seldom  much  difficulty  subse- 
quently. 

Many  physicians  make  a  habit  of  testing  the  blood  of  patients 
to  whom  they  have  given  a  thorough  treatment  and  passed  as 
cured,  at  intervals  of  two  or  three  years,  and  there  is  no  doubt 
that  it  is  a  wise  precaution.  If,  after  carrying  out  a  scheme 
of  treatment  similar  to  that  suggested  on  page  100,  three  or  four 
such  Wassermann  reactions  are  taken  and  prove  to  be  negative, 
the  physician  can  confidently  assure  the  patient  that  he  is 
cured. 

Most  bacteriologists  nowadays  qualify  their  results  to  some 
extent  according  to  the  degree  in  which  the  blood  is  positive, 
or  whether  it  is  slowly  negative  or  completely  negative.  For 
example,  a  patient  in  the  early  stages  of  a  primary  sore  may 
give  a  completely  negative  result,  but  more  often  his  blood  is 
slowly  negative,  and  if  tested  again  after  a  week  has  elapsed, 
it  may  become  positive.  Again,  a  patient  who  comes  up  in  the 
early  secondary  stage  will  almost  certainly  yield  a  strongly 
positive  result.  This,  again,  later  may  be  modified  by  treatment 
in  various  degrees  until  it  becomes  completely  negative.  Bacteri- 
ologists are  in  the  habit  of  signifying  these  various  degrees  of 
the  reaction  by  such  signs  as  +  +,  +,  ±,  or  — ,  or  in  figures  or 
letters. 
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For  further  details  of  the  clinical  uses  of  the  Wassermann 
reaction  the  student  is  referred  to  the  pamphlet  recently  published 
by  the  London  County  Council,  entitled  "  The  Interpretation 
of  the  Wassermann  Reaction,"  also  to  a  pamphlet  entitled 
"  The  Wassermann  Test,"  published  by  the  Medical  Research 
Committee,  1918. 


CHAPTER    VIII 
THE    GENERAL    TREATMENT    OF    SYPHILIS 

APART  from  the  more  active  drugs  which  are  used  to  combat 
the  disease,  there  are  several  important  points  to  be  considered 
in  the  general  regime  which  contribute  not  a  little  to  the  well- 
being  of  the  patient  and  to  the  ultimate  cure  of  the  disease. 

i.  Regularity  of  Life. — One  of  the  chief  factors  in  the  success 
of  the  anti- syphilitic  treatment  at  Aachen  and  other  similar 
resorts  is  that  the  patient's  life  is  carefully  regulated  so  that  all 
excess,  either  of  diet  or  fatigue,  is  eliminated.  In  treating  a 
patient  at  home,  in  the  majority  of  cases  it  is  impossible  to  get 
him  to  give  up  the  whole  of  his  time  and  thoughts  to  his  treatment, 
in  fact  in  many  cases  this  is  not  desirable,  as  neurotic  subjects 
are  only  too  prone  to  dwell  on  the  subject  to  excess,  and  to 
anticipate  disasters  every  moment,  thereby  increasing  the 
natural  depression  which  is  due  to  the  disease  itself.  In  these 
cases  the  moral  influence  of  the  physician  is  a  big  factor,  and  the 
patient  should  be  assured  that,  as  far  as  can  be  reasonably  foretold, 
all  serious  lesions  in  the  future  can  be  avoided  if  he  will  only 
carry  out  the  instructions  he  is  given.  Unfortunately,  it  is  often 
the  patient  who  is  most  nervous  about  himself  in  the  first  instance 
who,  when  he  feels  perfectly  well  and  sees  no  obvious  signs 
of  the  disease,  is  most  neglectful  in  returning  at  regular  intervals 
for  subsequent  courses  of  treatment. 

In  dealing  with  young  men  and  boys  it  is  always  advisable 
to  persuade  them  to  inform  their  parent  or  guardian  as  to  the 
nature  of  their  complaint.  As  long  as  the  secret  is  kept,  the 
nervous  anxiety  that  discovery  is  imminent  continues,  producing 
in  some  cases  serious  depression  and  even  suicidal  tendencies. 
As  soon  as  some  older  and  responsible  person  shares  their  secret, 
the  burden  is  lightened;  moreover,  the  terrible  consequences 
which  they  anticipate  when  the  parent  is  informed  of  the  state 
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of  affairs  are,  in  the  vast  majority  of  cases,  found  to  be  non- 
existent. This  natural  depression,  which,  as  mentioned  above, 
is  probably  due  to  the  associated  anaemia,  must  not  be  ignored 
by  the  physician,  and  the  iron  and  strychnine  tonics  suggested 
in  the  scheme  given  below,  together  with  an  optimistic  view 
of  the  future,  will  be  of  material  help. 

The  patient  should  keep  regular  hours,  a  good  night's  rest 
being  very  important.  He  should  not  work  too  hard,  either 
mentally  or  physically,  and  excessive  violent  exercise  should 
be  avoided,  especially  during  treatment.  The  more  he  is  in  the 
open  air  the  better,  and  some  patients  do  particularly  well  under 
conditions  which  are  advised  for  the  treatment  of  tuberculosis. 

It  is  imperative  that  the  patient  should  abstain  from  sexual 
intercourse,  not  only  from  the  public  health  point  of  view,  but 
also  for  his  own  benefit. 

2.  Diet. — Speaking  generally,  the  diet  should  be  as  nutritious 
as  possible ;  the  more  wholesome  food  the  patient  can  ingest 
and  absorb  without  causing  digestive  troubles,  the  better  he 
will  stand  the  treatment.  There  are  certain  things  which  should 
be  avoided  during  the  courses  of  active  treatment : 

(a)  Alcohol,   especially  heavy  spirits  and  wines,   should  be 
entirely  eliminated  during  the  course,  but  there  is  no  objection 
to   the  moderate  use  of  alcohol  in  the  intervals.     With  older 
patients  the  question  of  alcohol  must  be  left  for  the  physician 
to  decide  in  each  case.     The  person  who  habitually  exceeds  is 
always  a  difficult  patient  to  deal  with  ;    he  is  generally  irregular 
in  his  attendances,  and  in  addition  stands  the  modern  intensive 
treatment  badly,  probably  owing  to  his  defective  renal  elimin- 
ation.    On  the  other  hand,  the  copious  use  of  all  bland  fluids 
is  a  distinct  benefit.     The  efficacy,  such  as  it  is,  of  the  Zittmann 
treatment  is  due  in  a  great  measure   to   the  large  amount  of 
fluid  absorbed.      It  is  also  one  of  the  contributory  causes  of 
success  at  the  various  watering-places.      The  excess  of  water 
not  only  helps  the  elimination  of  the  toxic  products  of  the  disease, 
but  also  enables  the  kidney  to  withstand  a  stronger  mercurial 
administration   than   it  otherwise  would.     The  patient   should 
get  into  the  habit,  therefore,  of  flushing  the  kidneys  by  drinking 
when  the  stomach  is  empty,  preferably  early  in  the  day.     The 
especial  efficacy  of  the  sulphur  waters  is  referred  to  below. 

(b]  Coffee,    especially   strong  black   coffee,   is   apt   to   cause 
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griping  pains  and  diarrhoea  if  taken  while  the  patient  is  under- 
going mercurial  treatment  of  any  kind.  It  is  therefore  advisable 
to  abstain  from  it  while  under  the  influence  of  this  drug. 

(c)  Green  vegetables,  salads,  and  fruits  produce  the  same 
results  in  combination  with  mercury,  and  in  consequence  their 
use  should  be  moderated  during  the  course. 

3.  The  weight  should  be  taken  at  the  beginning  of  treatment 
and  carefully  watched  throughout  the  whole  period  that  the 
patient  is  under  observation    by  the   physician.      The  figures 
should  steadily  rise  throughout  the  course  in  the  majority  of 
cases,  especially  if  the  patient  is  well  under  the  influence  of  the 
disease  when  he  first  comes  under  observation.     There  is  no 
truer  indication  that  good  progress  is  being  made.     If  the  weight 
shows  signs  of  falling  towards  the  end  of  a  course,  it  is  an  indi- 
cation for  the  cessation,  at  any  rate,  of  the  administration  of 
mercury. 

4.  Care  of   Teeth.  —  Emphasis   has   already   been   made   on 
the  importance  of  sending  a  patient  to  see  his  dentist  at  the 
commencement  of  treatment,  and  it  is  advisable  that  the  dentist 
should  be  warned  that  the  patient  is  suffering  from  syphilis. 
Old    septic    stumps    should    be    removed,    cavities    filled,    and 
everything  done  to  make  the  mouth  as  clean  as  possible.     Apart 
from  the  stomatitis  following  on  mercurial  treatment,  it  is  prob- 
able that  many  of  the  later  tongue  lesions,  which  are  so  trouble- 
some to  cure,  are  caused  in  part  by  oral  sepsis. 

5.  Climate. — Patients  stand  treatment  in  a  temperate  climate 
better  than  in  the  tropics.     They  are,  as  a  rule,  not  so  easily 
depressed  by  the  action  of  mercury,  but  there  is  no  serious 
impediment  in  carrying  out  both  mercurial  and  arsenical  treatment 
in  a  hot  climate  if  the  conditions  necessitate  it.     Every  precaution 
should  be  taken  to  avoid  contracting  malaria  and  other  tropical 
diseases.     In  cold  climates  it  is  important   that   the  patient 
should  be    warmly   clad    and    not    subjected    to    any    undue 
exposure. 

6.  Tobacco. — There  is  no  objection  to  the  patient  indulging 
in  a  moderate  amount  of  smoking,  except  where  there  are  lesions 
on  the  tongue  or  buccal  mucosa ;    under  these  circumstances 
it  must  be  entirely  abandoned,  together  with  every  other  article 
in  the  diet  which  causes  irritation,  until  the  lesion  is  healed. 


ioo  SYPHILIS    AND    ITS    TREATMENT 

OUTLINE  OF  TREATMENT 

I  propose  first  of  all  to  give  the  plan  of  treatment  which 
we  are  carrying  out  at  the  present  time,  and  then  to  dis- 
cuss in  detail  the  treatment  by  other  drugs  and  their  methods 
of  administration.  It  has  become  clear,  now  that  salvarsan 
and  its  derivatives  have  been  in  use  for  some  years,  that  the 
theory  of  rapid  sterilisation  of  the  patient,  that  is  to  say,  the 
destruction  of  all  the  treponemas  in  the  body  by  means  of  a  few 
large  doses,  is  out  of  the  question.  Innumerable  cases  which 
have  been  treated  with  this  idea,  and  discharged  as  cured  simply 
because  the  Wassermann  reaction  was  negative  for  a  few  months, 
have  relapsed  and  shown  serious  syphilitic  lesions  after  shorter 
or  longer  intervals.  It  appears  probable  that  the  modern 
salvarsan  treatment  has  not  reduced  the  length  of  time  a  patient 
should  be  under  observation  as  compared  with  the  old  treatment 
by  mercury  and  iodides  only,  if  one  is  to  consider  the  cure  of 
the  patient  as  the  criterion.  What  the  modern  treatment  has 
done  is  rapidly  to  remove  infectious  lesions  from  individuals, 
which  is  a  very  important  gain  from  the  public  health  point 
of  view.  It  has  also  rendered  the  cure  of  many  more  patients 
absolute  than  was  the  case  in  the  old  days.  It  seems,  however, 
that  the  treponema  is  an  organism  which  may  lie  dormant  in 
the  body  for  considerable  periods  without  giving  any  clinical 
sign  whatsoever,  and  in  many  cases  with  a  negative  Wassermann 
reaction ;  it  may  then  light  up  and  cause  serious  trouble.  We 
have  therefore  fixed  a  period  of  three  years,  provisionally,  as 
things  stand  at  present,  as  the  length  of  time  that  the  patient 
should  be  under  the  direct  observation  of  his  physician.  During 
that  time  he  should  have  three  courses  of  treatment  during 
the  first  year,  two  during  the  second,  and  one  during  the  third. 
This  is  the  minimum,  and  it  is  arranged  on  the  supposition  that 
after  the  first  healing  of  the  lesions  there  are  no  other  clinical 
signs  whatsoever  during  this  period,  and  the  Wassermann  reaction 
remains  negative  throughout,  or  if  positive  in  the  first  instance 
becomes  negative  at  the  end  of  the  first  course  and  remains  so. 
Should  there  be  any  clinical  evidence  of  the  disease,  or  should 
the  Wassermann  reaction  at  any  time  become  positive,  even 
weakly  so,  the  treatment  in  this  scheme  should  be  increased. 
The  extent  of  the  increase  must,  of  course,  be  left  to  the 
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judgment  of  the  physician  dealing  with  each  particular  case. 
Each  course  would  consist  of  six  injections  of  Novarsenobillon 
and  six  intramuscular  injections  of  mercury.  The  injections 
are  given  once  a  week,  that  is  to  say,  one  Novarsenobillon  and 
one  mercury  per  week,  so  that  the  course  lasts  six  weeks. 
We  prefer  not  to  give  the  two  injections  on  the  same  day,  as 
we  have  found  by  experience  that  the  pain  of  the  intramuscular 
injection  is  apt  to  be  slightly  increased  if  this  is  done.  Where, 
however,  the  patient  can  only  come  up  once  a  week,  there  is 
no  very  serious  objection  to  the  dual  treatment.  Some  authorities 
make  a  habit  of  leaving  an  interval  of  about  three  weeks  or 
more  in  the  middle  of  the  course ;  and  where  a  patient  shows 
any  sign  of  intolerance  to  the  salvarsan  group,  this  is  un- 
doubtedly a  wise  precaution.  It  should  be  understood  that 
many  authorities  consider  a  smaller  total  sufficient  to  produce  a 
cure ;  others,  on  the  other  hand,  give  more  of  the  drug.  The 
doses  we  suggest  are  as  follows  for  men  and  women  of  medium 
weight,  respectively,  in  grams  : 

Men.  Women. 

ist  injection  of  Novarsenobillon  .         .   -45  -3 

2nd      „          „                „  -6  -45 

3rd       „          „                „  -6  -6 

4th       „          „                „  .   75  -6 

5th       „          „               „  75  -6 

6th  .   -6  -6 


Total         375 


It  is  understood  that  these  amounts  may  require  variation 
according  to  the  physique  and  general  condition  of  the  patient, 
but  they  are  suggested  as  suitable  for  those  patients  who  are 
not  otherwise  diseased,  in  particular  have  no  albuminuria, 
and  are  under  the  age  of  forty-five  ;  if  albuminuria  or  some 
other  disease  be  present,  a  reduction  would  have  to  be  made 
in  the  amounts  and  the  patient  more  carefully  watched.  The 
urine  should  be  tested  at  the  beginning  of  the  course.  The  patient 
should  have  no  food  for  at  least  four  hours  before  an  injection 
is  given,  and  should  restrict  himself  to  light  food  for  twelve 
hours  afterwards.  ^For  people  who  are  working  during  their 
treatment,  injections  should  be  given  preferably  after  they  have 
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finished  work;  they  should  go  straight  home  and  not  stand 
about,  particularly  in  cold  weather,  and  if  possible  go  to  bed, 
or  at  any  rate  keep  quiet  for  the  rest  of  the  evening.  It  is 
important  that  the  patient  should  not  have  a  long  journey 
to  take  to  reach  home.  More  precautions  should  be  taken 
with  the  first  injection  than  with  subsequent  ones;  it  is  the 
first  injection,  as  a  rule,  which  is  liable  to  give  rise  to  headache, 
slight  rigors,  and  sickness.  Once  it  is  seen  that  the  patient 
stands  the  treatment  well,  the  injections  can  be  given  at  any 
time  of  the  day  that  is  convenient.  It  is  advisable,  in  dealing 
with  hospital  cases,  to  keep  the  patient  lying  down  in  a  warm 
room  for  half  an  hour  after  the  injection. 


DETAILS  OF  ADMINISTRATION 

During  the  administration  of  the  injection  the  patient  should 
lie  supine  with  the  arm  bare  and  extended  over  a  dish  or  receiver 
of  some  kind  ;  the  skin  of  the  forearm  and  elbow  should  be 
cleaned  up  with  a  swab  dipped  in  ether  and  spirit,  and  then 
wiped  with  some  one-in- two-thousand  biniodide  of  mercury  lotion. 
An  assistant  or  nurse  should  constrict  the  upper  arm  with  a 
bandage,  twisted  towel,  or  rubber  tubing  secured  by  a  clip. 
The  patient  should  grip  a  roller  bandage  or  some  suitable  object 
in  the  hand ;  if  the  veins  do  not  immediately  stand  out — and 
in  women  who  have  fat  arms  the  veins  are  often  inconspicuous — 
the  patient  should  hang  down  the  hand  off  the  couch  and  open 
and  close  the  grip  repeatedly.  Any  of  the  veins  of  the  forearm 
or  front  of  the  elbow  which  are  convenient  may  be  employed, 
preferably  the  median  cephalic.  The  physician  then  fixes 
the  vein  with  pressure  by  his  left  forefinger  and  pushes  in  the 
needle  firmly  but  gradually  about  an  inch  above  this.  As  a  rule, 
it  is  not  advisable  to  try  plunging  the  needle  directly  into  the 
vein,  as  in  all  probability  the  operator  will  pass  right  through 
the  vein  and  out  the  other  side ;  and  even  if  he  then  retracts 
the  needle  so  that  its  point  is  within  the  lumen  of  the  vessel, 
the  hole  which  he  has  made  on  the  far  side  will  probably  allow 
some  leakage  of  the  solution  into  the  surrounding  cellular  tissue, 
so  that  this  portion  of  the  vein  is  rendered  temporarily  useless 
for  the  purpose  of  injecting,  and  a  second  puncture  will  have 
to  be  made.  It  is  best,  therefore,  to  pass  the  needle  into  the  vein 
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slowly ;  and  to  avoid  pain,  the  chief  thing  is  to  use  a  well- 
sharpened  needle  and  to  distract  the  patient's  attention  either 
by  pressure  or  slight  pinch  with  the  left  hand.  It  is  not  advisable 
to  have  a  needle  with  too  narrow  a  lumen,  or  a  blood-clot  will 
tend  to  block  it.  Some  operators  insert  the  needle  detached 
from  the  syringe,  and  we  personally  favour  this  method.  When 
the  point  of  the  needle  has  entered  the  vein,  blood  is  seen  to  flow 
freely  into  the  receptacle  below  the  arm,  and  if  no  subcutaneous 
swelling,  indicating  a  leakage  from  the  vein,  occurs  around  the 
site  of  puncture,  the  constriction  above  may  be  released,  the 
grip  relaxed,  the  syringe  adjusted  to  the  needle,  and  the  injection 
made  slowly.  Alternatively  the  puncture  may  be  made  into 
the  vein  with  the  needle  attached  to  the  syringe ;  the  piston 
is  then  drawn  back,  and  when  blood  is  seen  to  flow  into  the 
solution  in  the  syringe,  the  injection  is  given  as  above.  We 
have  found,  however,  it  is  more  easy  to  damage  the  vein  by  this 
method  and  cause  extravasation  of  the  fluid.  There  is  very 
little  to  choose  between  the  two  methods,  and  it  is  more  a  question 
for  the  operator  to  select  whichever  he  finds  the  easier  to 
manipulate.  We  strongly  favour  using  needles  which  have 
a  perpendicular  flange  about  half  an  inch  wide  attached  to  their 
base,  as  this  gives  the  operator  something  to  catch  hold  of  and 
prevents  irregular  movements  of  the  needle  inside  the  vein, 
and  also  enables  him  to  keep  the  needle  and  syringe  in  close 
apposition,  so  that  no  leakage  occurs  at  their  junction.  After 
the  injection  has  been  given,  the  needle  is  withdrawn,  a  sterile 
swab  is  placed  over  the  site  of  the  puncture  and  fixed  lightly 
in  position  with  the  strip  of  bandage  which  was  used  to  constrict 
the  upper  arm. 

The  solution  for  the  injection  is  prepared  by  pouring  from 
3  to  5  c.c.  of  cold  sterile  distilled  water  into  a  small  sterile  glass 
vessel  about  the  size  of  a  liqueur  glass ;  the  operator  then  files 
off  the  end  of  the  ampoule  of  the  Novarsenobillon  and  its  contents 
are  shaken  out  into  the  water.  We  do  not  think  it  advisable 
to  pass  the  ampoule  through  a  flame,  as  is  sometimes  done, 
because  there  is  always  the  risk  that  even  slight  heat  of  this  kind 
may  affect  the  contents ;  moreover,  we  have  found  it  unnecessary. 
The  ampoule  may  be  wiped  over  with  a  swab  dipped  in  some 
disinfectant,  not  only  for  the  purpose  of  cleanliness  but  also 
to  remove  any  particles  of  grit  due  to  the  filing.  The  mixture 
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is  then  stirred  with  a  sterile  glass  rod  until  the  solution  is 
absolutely  clear,  which  with  this  particular  salt  is  a  matter 
of  no  great  difficulty.  The  fluid  is  finally  sucked  up  into  the 
sterile  glass  syringe  and  injected  into  the  vein. 

For  the  purposes  of  this  scheme  the  preparations  of  mercury 
which  we  prefer  are  calomel  in  camphor-creosote,  and  gray  oil. 
The  calomel  preparation  is  on  the  lines  of  the  French  original, 
and  is  prepared  by  Burroughs  Wellcome,  in  ampoules  containing 
i  c.c.  of  a  cream  in  which  is  suspended  0^05  gramme  of  calomel, 
that  is  to  say,  sufficient  for  one  dose.  The  mixture  is  supplied 
in  larger  vessels  for  hospital  clinics. 

As  regards  the  gray  oil  emulsion,  there  is  little  to  choose 
between  the  old  French  huile  grise  40  per  cent,  and  the  10  per 
cent,  which  has  more  recently  come  into  vogue  ;  in  fact,  we  find 
that  some  patients  have  less  pain  with  the  old  40  per  cent, 
than  with  the  weaker  suspension.  The  drawback  to  the  former 
is  that  it  requires  the  use  of  a  special  Barthelemy  syringe  with 
the  piston  marked  so  that  each  division  corresponds  with  a 
centigram  of  metallic  mercury.  The  calomel  preparation  is 
more  active  than  the  gray  oil,  so  that  it  is  generally  made  up 
weaker,  in  a  5  per  cent,  emulsion  ;  I  c.c.  is  given  at  each  injection 
once  a  week.  When  the  40  per  cent,  of  gray  oil  emulsion  is 
used,  seven  to  twelve  divisions  is  the  dose,  each  division  being 
equivalent  to  i  centigram  of  metallic  mercury ;  whereas  in  the 
case  of  the  10  per  cent,  emulsion  the  dose  is  10  to  12  minims. 

Other  insoluble  salts,  such  as  the  insoluble  mercury  salicylate, 
may  also  be  employed,  and  some  patients  find  it  less  painful 
than  either  of  the  two  preceding  preparations  ;  there  is  little 
doubt,  however,  that  the  calomel  is  by  far  the  most  active. 
The  more  recent  5  per  cent,  collosol  mercury  preparation  is  also 
satisfactory. 

As  regards  the  technique  of  giving  these  intramuscular 
injections  of  mercury,  the  patient  should  be  laid  prone  on  the 
couch,  the  upper  and  outer  third  of  the  buttock  cleaned  up  with 
spirit  and  biniodide  lotion,  and  the  injections  dotted  about 
over  this  area,  using  each  side  alternately.  Some  authorities 
advocate  the  patient  being  in  the  erect  position  or  bending  over  ; 
the  drawback  to  this  is  that  the  muscles  are  kept  tense,  whereas 
they  should  be  relaxed,  and,  as  often  happens  in  a  nervous 
subject,  the  patient  may  feel  faint ;  this  is  avoided  in  the 
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horizontal  position.  A  i  c.c.  all-glass  syringe  is  employed  with  a 
needle  if  to  2  inches  long.  The  patient  should  be  instructed 
to  relax  his  muscles,  and  the  needle  be  plunged  in  deeply  so  that 
the  point  is  well  within  the  body  of  the  muscle.  The  fact  that 
nearly  all  painful  nodules  occur  in  fat  people  is  a  proof  that 
the  all-important  thing  is  to  have  a  needle  long  enough  to  get 
through  the  subcutaneous  fat.  On  the  other  hand,  if  the  needle 
penetrates  through  to  the  periosteum  and  bone,  and  the  injection 
is  made  in  that  situation,  pain  is  practically  certain  to  result ; 
when  therefore  the  operator  strikes  bone  with  the  point  of  the 
needle,  he  should  always  retract  the  point  a  little  and  push 
in  gently  in  another  direction  before  giving  the  injection.  There 
is  no  need  to  withdraw  the  needle  from  the  skin  and  make  a 
fresh  puncture.  There  are  definite  surface  markings  given  by 
some  authorities  indicating  the  area  suitable  for  injection,  but 
as  the  shape  of  the  buttock  varies  considerably  in  different 
individuals,  I  think  it  better  for  the  operator  to  be  guided  by 
these  general  principles  rather  than  by  so-called  fixed  lines. 
The  important  point  is  to  avoid  the  area  on  which  the  patient 
sits,  also  to  go  well  above  the  exit  of  the  large  nerves  and  vessels 
from  the  pelvis ;  in  addition,  it  is  wise  to  avoid  giving  two 
injections  over  precisely  the  same  spot.  The  needle  can  either 
be  plunged  in  mounted  on  the  syringe,  in  which  case  the  piston 
must  be  retracted,  to  see  that  no  blood  can  be  sucked  back 
and  hence  that  the  point  is  not  in  a  blood-vessel ;  or  else  the 
needle  can  be  plunged  in  separately,  when  the  operator  must 
delay  for  a  few  seconds  to  see  if  any  blood  flows  from  it ;  he  can 
then  adjust  the  syringe  and  give  the  injection.  It  does  not 
often  happen  that  one  strikes  a  blood-vessel,  probably  about 
once  in  five  hundred  times,  but  it  should  be  remembered  that 
it  is  important  not  to  inject  fatty,  oily  preparations,  such  as 
these  are,  into  a  blood-vessel,  lest  fat  embolism  occur.  The 
actual  pain  of  the  puncture  can  be  entirely  avoided  if  the  patient's 
attention  is  distracted  by  pinching  the  skin  with  the  left  hand 
and  allowing  the  side  of  one's  right  hand,  which  is  holding  the 
needle,  to  administer  a  slight  blow. 

Another  factor  in  producing  indurations  and  nodules  is  the 
leaving  of  a  drop  of  the  preparation  in  the  fatty  layer  while  either 
inserting  or  withdrawing  the  needle.  It  is  wise,  therefore,  to 
wipe  the  needle  with  a  sterile  swab  before  the  injection  and  to 
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see  that,  before  withdrawing,  the  piston  is  well  pushed  home 
to  the  end  of  the  syringe  ;  if  a  drop  is  left  in  the  syringe,  one  is 
apt  to  touch  the  piston  and  express  the  contents  in  the  act  of 
withdrawal.  Needless  to  say,  the  syringe  and  needle  should 
be  sterilized  by  heat  before  the  operation.  A  seal  of  gauze  and 
collodion  or  a  sterile  swab  should  be  applied  to  the  site  of  puncture. 
It  sometimes  happens  that,  even  with  all  these  precautions, 
painful  nodules  may  occur  which  slowly  come  to  the  surface, 
necrose  in  the  centre,  and  discharge.  If  one  of  these  is  opened 
with  a  scalpel  and  the  contents  examined,  they  will  be  found 
to  consist  not  of  pus,  but  of  a  blood-stained  serum,  necrosed 
fatty  lobules,  and  some  of  the  oily  mercurial  preparation. 
Bacteriologically  they  are  sterile,  unless  there  has  been  some 
carelessness  in  the  aseptic  precautions,  which  should  be  rigorously 
carried  out,  as  a  preparation  of  mercury  in  a  fatty  oily  substance 
has  little,  if  any,  antiseptic  properties. 

At  the  end  of  six  such  injections  of  both  mercury  and  Novar- 
senobillon,  the  Wassermann  reaction,  which  should  have  been 
taken  at  the  beginning  of  the  course,  is  repeated ;  if  it  is  still 
positive,  a  further  three  or  four  injections  of  each  drug  may  be 
given  according  to  the  judgment  of  the  physician.  If  the 
blood  reaction  is  negative,  the  patient  should  be  given  a  three 
months'  interval  from  active  treatment ;  but  in  the  early  stages 
it  is  wise  to  give  meanwhile  some  form  of  strychnine  and  iron 
tonic,  such  as  the  following  : 

Ferri  et  ammon.  cit.    .  .  .  .  gr.  v 

Tinct.  nucis  vom.         .  .  .  .  IT\  v 

Tinct.  cardamom,  co.  .  .  .  .  3  ss 

Aquam  chloroformi  ad  .  .  .  %  i 

Taken  thrice  daily  before  food,  this  will  act  not  only  as  a  general 
stimulant  but  also  will  counteract  the  anaemia  which  is  always 
present  at  this  stage.  During  the  course  and  for  a  fortnight 
afterwards  the  patient  should  use  a  mouth-wash  either  of  hydrogen 
peroxide  5  vols.  strength  or  one  containing  alum  10  grains, 
potassium  chlorate  10  grains,  to  the  ounce  of  water.  We  prefer 
the  former,  not  only  because  it  acts  as  an  antiseptic,  but  also 
because  in  nearly  all  preparations  of  it  there  is  a  small  amount 
of  free  sulphuric  acid  left  in  the  solution,  which  acts  as  a  valuable 
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astringent.  The  mouth-wash  should  be  used  six  times  a  day 
and  the  teeth  kept  well  brushed,  especially  after  meals.  Where 
there  are  any  carious  stumps  or  septic  foci  in  the  mouth,  these 
should  be  dealt  with  by  the  dentist  before  the  course  is  begun. 
It  is  important  to  impress  upon  the  patient  that  he  must  return 
in  three  months'  time  even  though  he  feels  perfectly  well ;  at 
the  end  of  that  period  the  Wassermann  reaction  is  taken  and  a 
similar  course  of  six  injections  of  each  drug  given.  Then  a 
further  interval  of  three  months  is  allowed  and  a  third  course 
administered,  making  three  in  the  first  year.  The  Wassermann 
reaction  is  taken  before  and  after  each  course,  and  if  there  is 
any  tendency  for  it  to  be  positive,  the  number  of  injections 
should  be  increased  at  the  discretion  of  the  physician.  Most 
authorities  are  agreed  that  it  is  very  important  that  the  Wasser- 
mann reaction  should  be  kept  quite  negative  during  the  first 
year.  During  the  second  year  two  similar  courses  are  given  with 
.a  six  months'  interval,  and  during  the  third  year  one  course. 
If  at  the  end  of  that  time  the  Wassermann  reaction  has  been 
negative  throughout  and  there  are  no  clinical  signs  of  disease, 
the  patient  may  be  allowed  to  marry  if  he  wishes.  It  is  a  wise 
precaution,  however,  for  him  to  have  his  blood  tested  subsequently 
every  three  or  four  years  to  see  that  it  continues  to  give  a  negative 
reaction. 


CHAPTER    IX 
TREATMENT  OF  SYPHILIS  BY  ARSENICAL  COMPOUNDS 

FOR  many  years  arsenic  has  been  used  in  a  secondary  way  in 
the  treatment  of  syphilis.  Such  preparations  as  Donovan's 
solution  and  the  so-called  cacodylate  of  mercury  may  be  men- 
tioned. It  is  only  since  the  more  complicated  organic  compounds 
of  arsenic  have  been  introduced  that  the  most  important  position 
in  the  list  of  an ti- syphilitic  drugs  has  been  occupied  by  arsenic. 
The  first  to  attract  any  notice  were  the  group  of  aryl-arsenates. 
Of  these,  the  following  have  been  most  employed :  atoxyl, 
soamin,  arsacetin,  and  orsudan.  This  group  of  drugs  did 
produce  certain  beneficial  results.  They  contained  roughly 
about  27  per  cent,  of  arsenic,  but  one  of  their  chief  drawbacks 
was  that  their  strength  was  uneven,  and  occasionally  grave 
toxic  symptoms,  such  as  optic  atrophy,  followed  on  their 
administration.  Orsudan  and  soamin  were  the  most  stable 
and  the  most  satisfactory,  but  their  place  has  been  almost 
entirely  usurped  in  the  treatment  of  syphilis  by  the  salvarsan 
group,  the  first  of  which  was  described  by  Ehrlich  and  Hata 
in  1909  and  is  generally  known  as  "  606."  This  organic  com- 
pound, which  is  usually  known  as  "  Salvarsan,"  is  chemically 
dioxydiamidoarsenobenzene  (Ci2H1202N2As22HCl  -f  2H2O),  at 
once  achieved  remarkable  results.  One  or  two  injections 
caused  nearly  all  forms  of  syphilitic  lesions,  whether  early  or 
late,  to  involute  rapidly.  These  brilliant  results,  however, 
were  not  maintained,  and  the  vast  majority  of  cases  which  had 
healed  so  quickly  relapsed  within  the  next  few  months.  The 
results  obtained  were  due  to  the  direct  specific  action  on  the 
part  of  the  drug  which  destroyed  the  treponema,  or  else  to  the 
indirect  calling- forth  of  some  toxic  substance  from  the  tissues, 
and  it  was  thought  that  one  or  two  intravenous  injections  would 
produce  complete  sterilisation  of  the  human  organism  as  far 
as  the  Treponema  pallidum  is  concerned.  It  is  now  known, 
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however,  that  a  number  of  injections  are  necessary  before  we 
can  say  with  any  security  that  the  virus  is  eradicated,  immunity 
to  the  infection  lost,  and  a  permanent  negative  Wassennann 
reaction  obtained.  Of  these  three  results,  the  most  definite 
is  the  removal  of  the  immunity  to  the  disease  ;  it  is  by  no  means 
uncommon  for  a  patient  to  remain  free  from  lesions  for  a 
considerable  period,  with  every  appearance  of  being  cured,  and 
yet  show  a  relapse  in  after-years.  Again,  the  Wassennann 
reaction  has  often  been  negative  for  a  period  of  several  months 
or  even  years,  and  yet  the  disease  has  not  been  permanently 
removed  from  the  body.  But  practically  all  authorities  are 
agreed  that  if  you  can  bring  about  such  a  state  that  the  patient 
can  be  reinfected  again  by  a  fresh  inoculation  producing  a  fresh 
primary  sore,  together  with  the  other  two  contingencies,  then 
you  may  safely  say  that  you  have  cured  the  disease  in  the  first 
instance.  This  phenomenon  has  taken  place  on  several  occasions 
under  the  observation  of  syphilographers  who  are  not  likely 
to  mistake  a  chancriform  gumma  for  a  second  infection. 

Salvarsan  was  given  both  intramuscularly  and  intravenously 
when  it  was  first  introduced.     Most  physicians  now  use  the 
intravenous  method  alone.      Intramuscularly  two  preparations 
were  used :  firstly,  an  emulsion  in  saline,  which  caused  not  only 
considerable  pain  at  the  time,   but  also  frequently  produced 
large  necroses  of  tissue  in  the  glutei  where  it  was  injected ;    for 
this  reason   the  treatment   has  been  more  or  less  abandoned. 
The  second  preparation  was  known  as  "  Joha,"  and  consisted 
of  a  mixture  of  salvarsan  and  iodipin  which  was  made  up  with 
oil  of  sesame.      This  preparation  was  more  satisfactory  than  the 
saline,  causing  practically  no  necroses,  but  a  certain  amount 
of    pain  which   varied  with    the    individual    and  usually  took 
from  two  to  three  weeks  finally  to  wear  itself  out.     The  results 
of  the  treatment,   however,   are  not  so  rapid  nor  so  definite 
as  those  obtained  by  the  intravenous  method,  and  its  use  was 
practically  confined  to  those  cases  where  for  some  reason  or 
another  intravenous  injection  was  contra-indicated.     The  dose 
of  the  drug  when  given  intravenously  varies  from  *2  to  '6  gram 
in  the  adult  male  according  to  his  body  weight,  and  from  '2  to 
•4  gram  in  the  female.     It  is  a  yellow  powder  of  strongly  acid- 
reaction  when  dissolved  in  water ;     it  is  necessary,  therefore, 
before  injecting  it  into  the  vein,  to  make  the  solution  slightly 
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alkaline.  This  is  done  by  adding  a  few  drops  of  a  15  per  cent, 
solution  of  chemically  pure  sodium  hydroxide,  19  minims  of 
this  solution  being  the  approximate  amount  required  to  neutralise 
•6  gram  of  salvarsan. 

The  technique  of  giving  the  injection  is  as  follows  : 
The  patient  is  prepared  as  for  a  surgical  operation,  a  purgative 
being  given  the  night  before,  and  no  food  allowed  for  four  hours 
previous  to  the  injection.  The  patient  is  placed  in  a  recumbent 
position  with  the  arm  stretched  out  on  a  side-table.  The  veins 
at  the  front  of  the  elbow  are  those  usually  selected  for  puncture, 
namely,  the  median  cephalic  and  median  basilic,  but  any  con- 
veniently accessible  vein  will  serve.  Constriction  by  a  rubber 
tourniquet  or  other  means  is  applied  to  the  upper  arm,  and  the 
patient  is  given  a  bandage  or  some  suitable  object  to  grasp 
in  the  hand.  The  solution  to  be  injected  is  prepared  as  follows  : 
The  neck  of  the  glass  ampoule  containing  the  salvarsan 
powder  is  cleaned,  filed,  and  broken  off ;  the  contents  are  shaken 
into  a  sterile  glass  flask  containing  about  30  c.c.  of  sterile  distilled 
water  ;  this  is  shaken  up  to  produce  a  clear  solution,  which  may 
be  more  rapidly  obtained  if  a  number  of  sterile  glass  beads  have 
also  been  put  in  the  flask.  When  the  solution  is  quite  clear, 
the  15  per  cent,  sodium  hydroxide  solution  is  added  drop  by  drop. 
This  produces  a  precipitate  which  again  vanishes,  giving  a  clear 
but  darker  solution  when  the  required  amount  of  alkali  has  been 
added.  To  this  clear  solution  250  c.c.  of  sterile  normal  saline 
solution  are  added,  making  the  total  roughly  up  to  300  c.c.  This 
prepared  solution  is  then  poured  into  a  glass  receiver  and  suspended 
three  or  four  feet  above  the  patient's  bed.  The  bottom  of  the 
receiver  is  drawn  out  into  a  tube  which  is  connected  by  means 
of  a  rubber  piping  to  another  three-way  glass  tubing,  whose 
other  two  arms  are  connected  (i)  by  rubber  tubing  to  a  similar 
receiver  suspended  at  the  same  height,  but  containing  only 
sterile  normal  saline,  (2)  by  rubber  tubing  to  the  needle.  This 
central  three-way  glass  tubing  serves  as  a  window,  so  that  the 
physician  can  see  that  all  air-bubbles  have  been  expressed  from 
the  tubing,  and  the  control  may  be  worked  by  a  two-way  tap 
allowing  the  solution  to  flow  from  either  receiver  to  the  needle 
as  desired,  or  if  preferred,  clips  may  be  employed  on  the  rubber 
tubing.  Before  inserting  the  needle,  the  skin  over  the  vein 
is  cleaned  up  in  the  usual  way,  and  the  normal  saline  is  allowed 
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to  flow  through  the  tube  so  as  to  drive  out  any  bubbles.  As 
soon  as  this  is  done,  the  needle  is  inserted  into  the  vein  and  normal 
saline  once  again  allowed  to  flow.  If  a  swelling  occurs  round 
the  point  of  injection,  it  shows  that  the  point  of  the  needle  is 
not  lying  properly  in  the  vein,  and  that  the  fluid  is  extra vasat  ing 
into  the  surrounding  cellular  tissue.  Should  this  occur,  the  needle 
must  be  withdrawn  and  another  vein  selected  and  punctured. 
The  object  of  running  through  the  saline  first  is  to  prevent 
any  of  the  salvarsan  solution  being  injected  outside  the  vein, 
thereby  causing  pain.  Once  it  is  proved  that  the  needle  is  within 
the  lumen  of  the  vein,  the  normal  saline  can  be  shut  off  and  the 
salvarsan  solution  allowed  to  flow  gently  and  steadily  into  the 
vein  until  the  total  amount  has  been  given.  It  is  wise  to  allow 
a  few  drops  of  normal  saline  to  pass  through  the  needle  before 
withdrawing  it,  in  order  to  avoid  the  risk  of  extravasation  of 
the  salvarsan  in  the  act  of  withdrawing.  A  swab  or  other  dressing 
is  then  applied  to  the  puncture,  and  the  patient  kept  in  bed 
for  at  any  rate  24  hours  on  a  light  diet. 
The  points  to  be  most  careful  about  are  : 

1.  That  the  saline  and  alkali  should  be  chemically  pure. 

2.  That  the  solution  should  be  quite  clear  and  no  particles 
of  grit  or  undissolved  salvarsan  should  be  present  in  the  solution. 

3.  That  the  sterilisation  of  all  the  apparatus  employed  should 
be  carefully  carried  out. 

4.  That   the   distilled  water  should  be   sterile   and   freshly 
distilled,  and  that  it  should  contain  no  metallic  contamination 
from  this  process. 

The  object  of  using  freshly  distilled  water,  and  not  merely 
sterile  distilled  water,  is  that  one  avoids  injecting  into  the  body 
large  numbers  of  dead  organisms,  which  it  was  found  produced 
a  rise  of  temperature,  usually  up  to  100°  or  101°.  The  solution 
should  be  kept  at  about  body  temperature,  so  as  to  avoid  the 
shock  which  might  be  produced  by  injecting  so  large  a  bulk  of 
cold  fluid. 

The  drawbacks  to  this  method  are :  that  it  requires  a  fairly 
large  complicated  apparatus  which  is  not  easily  sterjjjj^ed,  and 
that  it  takes  a  considerable  time  to  give  the  injection.  Where 
a  large  number  of  patients  have  to  be  injected  in  the  ordinary 
course  of  a  venereal  clinic,  this  method  is  out  of  the  question, 
and  its  use  should  be  confined  to  in-patients  only.  Many 
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authorities  consider  that  more  satisfactory  therapeutic  results 
are  procured  by  means  of  this  old  salvarsan  as  against  the 
neosalvarsan  and  its  substitutes.  There  is  no  doubt  that 
salvarsan  is  the  more  powerful  drug,  and  that  it  is  necessary  to 
increase  the  dose  of  these  latter  to  produce  the  same  therapeutic 
result.  On  the  other  hand,  it  is  equally  certain  that  it  is  more 
dangerous  and  more  toxic  than  the  drugs  of  the  "  Neo  "  group, 
and  the  fact  that  these  can  be  injected  in  small  bulk  requiring 
the  use  of  a  5  c.c.  syringe  only,  and  without  the  necessary 
complicated  preparation  of  the  solutions,  renders  them  more 
satisfactory  for  routine  out-patient  practice. 

The  other  preparations  which  have  been  used  are  : 

1.  Kharsivan,  which  is  a  direct  copy  of  the  original  German 
salvarsan  or  "  606,"  and  which  is  identical  with  it  chemically, 
physically,    and   therapeutically ;     the   mode   of  administration 
therefore  being  the  same. 

2.  Arsenobillon,  which  is  a  similar  product. 

3.  The  "  Neosalvarsan  "  group,  of  which  the  following  have 
been  employed  :    Ehrlich's  "  914  "  or  Neosalvarsan,  Novarseno- 
billon,  Neokharsivan,  and  Galyl.     All  these  may  be  injected  in 
small  bulk — that  is  to  say,  dissolved  in  from  2  to  15  c.c.  of  sterile 
distilled  water,  according  to  their  solubility.      The  first  three 
are  said  to  be  identical  chemically.      Their  chemical  name  is 
dioxydiamidoarsenobenzolmonomethylene  sulphoxylate  of  soda. 
We  have  found  in  practice   that  the  novarsenobillon  is  more 
easily  dissolved  than  the  neokharsivan,  and,  moreover,  it  causes 
less  inflammatory  disturbance  if,  through  carelessness,  a  drop 
should  be  injected  into   the  subcutaneous  tissue ;   in  fact,   so 
little  pain  does  it  cause  in  some   instances  that   the  aqueous 
solution  of  novarsenobillon   may  be  used  as  an  intramuscular 
injection  if  desired.     The  dosage  of  these  varies  from  03  gram 
to  0'9;  some  authorities  give  even  larger  doses.     Galyl  (Tetra- 
oxydiphosphotetraaminodiarsenobenzene,   C24H2208N4P2As4)    dif- 
fers  from   the   other   three   in  that  it  contains  phosphorus,  is 
slightly  more  difficult  to  dissolve,  and  may  require  neutralisation, 
two  or  t|j|ee  drops  of  a  40  per  cent,  caustic  soda  solution  being 
used  for  this  purpose.     It  causes  an  intense  reaction  if  a  single 
drop  is  injected  outside  the  vein,  the  whole  arm  becoming  swollen 
and  cedematous,  and  the  pain  lasting  sometimes  for  two  or  three 
weeks.      With  regard  to  the  clinical  result,  we  found  that  galyl 
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produced  a  more  rapid  resolution  of  the  actual  lesions  than  the 
other  three  members  of  this  group ;  but,  on  the  other  hand,  the 
Wassermann  reaction  was  turned  negative  with  greater  difficulty, 
and  the  relapses  were  more  frequent.  The  dosage  of  galyl  is 
smaller  than  that  of  the  others  of  this  group,  0-3  of  galyl  being 
equivalent  to  075  gram  of  neosalvarsan. 

There  is  a  preparation  of  galyl  for  intramuscular  injection 
which  we  have  found  extremely  useful  in  those  cases  where  an 
intravenous  injection  is  contra-indicated.  It  is  used  particularly 
in  young  children,  whose  veins  are  not  easy  to  find.  It  is  prac- 
tically painless,  and  the  dose  varies  from  0*05  to  0*1  gram  for 
an  infant  to  0^3  grams  for  an  adult,  given  once  a  week.  It  does 
not  compare,  however,  in  efficacy  with  the  intravenous  method. 

Another  milder  method  of  giving  the  salvarsan  group  is  by 
suppositories  per  rectum.  Owing  to  the  unequal  absorption  it 
is  not  a  very  satisfactory  method  of  administration,  but  may 
be  sometimes  of  assistance.  Salvarsan  is  also  used  locally  as 
dressings  for  ulcerations ;  most  authorities,  however,  think  it 
is  safer  to  employ  this  drug  as  a  general  treatment,  the  dose 
being  more  accurately  governed,  and  in  the  vast  majority  of 
cases  its  use  locally  is  uncalled  for. 

Recline. — This  drug  was  introduced  by  Hallopeau  in  France, 
and  contains  about  21  per  cent,  of  arsenic.  It  is  given  in  doses 
of  from  i  to  2  c.c.  of  a  O'l  per  cent,  solution  subcutaneously, 
and  is  generally  considered  not  as  efficacious  as  the  drugs  of  the 
salvarsan  group. 

DANGERS  OF  THE  SALVARSAN  TREATMENT  IN  GENERAL 

Salvarsan  or  its  derivatives  should  not  be  used  if  the  patient 
is  suffering  from  any  advanced  form  of  wasting  disease,  such 
as  tuberculosis,  diabetes,  and  advanced  degeneration  of  the 
central  nervous  system.  It  is  also  contra-indicated  where  the 
patient  is  suffering  from  serious  heart  lesions  and  arteriosclerosis. 
In  nephritis  and  lesions  of  the  eye,  caution  should  be  observed, 
even  where  these  lesions  are  due  to  syphilitic  infection.  So 
that  if  the  physician  decides  to  employ  this  drug  in  any  of  the 
above-mentioned  conditions,  it  is  advisable  for  him  to  begin 
with  very  small  doses  and  gradually  feel  his  way. 

Apart  from  these  conditions  of  disease,  accidents  of  a  serious 
nature  have  happened  to  patients  who  are  otherwise  apparently 
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healthy.  These  drawbacks  are  common  to  the  whole  of  the 
salvarsan  group  ;  but  the  original  preparations  appear  to  be 
more  dangerous  than  the  "  914  "  group. 

The  vast  majority  of  the  consequences  of  using  these  drugs 
are  trivial  in  nature  and  consist  of  mild  dermatitis  of  an  urticarial 
or  eczematous  nature,  with  a  slight  rise  in  temperature  possibly 
accompanied  with  a  rigor,  and  a  feeling  of  nausea  and  vomiting, 
and  lastly  a  headache.  To  consider  these  in  detail,  the  skin 
rashes,  where  they  consist  only  of  erythematous  or  urticarial 
lesions,  should  warn  the  physician  that  he  must  reduce  the  dose 
on  the  next  occasion,  and  it  is  best  to  make  no  injection  until 
three  weeks  or  a  month  have  elapsed.  If,  on  the  other  hand,  the 
skin  rash  is  eczematoid  in  type,  shows  any  signs  of  exfoliation, 
or  especially  if  there  are  any  petechiae  or  haemorrhages  into  it, 
the  case  should  be  taken  much  more  seriously.  The  patient 
should  be  confined  to  bed,  and  should  be  given  large  quantities 
of  fluid  to  drink,  a  mixture  containing  some  alkali,  such  as  bi- 
carbonate of  soda  in  20-grain  doses  three  times  a  day,  and  ichthyol, 
either  in  a  pill  or  a  capsule  10  minims  twice  a  day.  Externally 
the  skin  should  be  soothed  with  creams  containing  ichthyol, 
and  mild  calamine  lotions,  as  in  eczema.  These  severer  cases 
of  dermatitis  last  a  considerable  time ;  three  months  or  more 
is  not  an  unusual  duration. 

The  nausea  and  vomiting  are  of  two  types,  that  which  may 
be  experienced  by  the  patient  immediately  after  the  injection 
is  given,  and  that  which  may  come  on  some  hours  later.  The 
former  is  so  rapid  in  onset  that  it  can  only  be  due  to  the  direct 
action  of  the  drug  on  the  vomiting  centre  in  the  brain.  Some 
patients  experience  this  at  every  injection,  and  with  many,  no 
doubt,  it  is  due  to  nervousness  ;  but  in  one  case,  in  a  particularly 
neurotic  subject,  this  possibility  was  eliminated  by  substituting 
plain  water  on  several  occasions  instead  of  neosalvarsan  in 
the  injection  without  the  knowledge  of  the  patient.  In  this 
instance  the  man  invariably  experienced  retching  and  nausea 
when  the  drug  was  given,  and  never  when  only  plain  water 
was  injected.  This  result  has  been  confirmed  with  several 
other  patients.  It  will  be  found  that  a  certain  number  of  these 
cases  can  be  eliminated  by  giving  the  injection  more  slowly, 
thereby  mixing  the  drug  with  a  greater  volume  of  the  blood, 
and  not  allowing  the  concentrated  poison  to  come  into  touch 
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with  the  vomiting  centre.  In  connection  with  this,  some  patients 
maintain  that  they  always  get  a  nasty  taste  in  the  mouth,  like 
that  of  coal  gas  or  some  metallic  substance,  immediately  the 
injection  is  given,  and  this  may  be  a  factor  in  producing  the 
nausea.  It  should  be  noted  that  the  drug  itself,  like  many 
arsenical  compounds,  has  a  rather  sickly  garlic  smell. 

If  the  patient  has  been  careful  to  starve  four  hours  before 
the  injection,  the  sensation  of  nausea  soon  passes  off.  Beyond 
giving  the  injection  more  slowly,  we  do  not  think  that  this 
symptom  calls  for  any  modification  of  the  treatment. 

The  type  of  vomiting  which  comes  on  later,  generally  five 
or  six  hours  after  the  injection,  should  be  taken  a  little  more 
seriously.  It  is  generally  associated  with  headache,  a  slight 
rise  of  temperature,  and  a  sensation  of  shivering.  It  is  wise 
to  reduce  the  dose  somewhat  in  these  patients.  It  should  be 
refhembered  that  nearly  all  cases  who  receive  their  first  injection 
during  the  active  early  secondary  stage  of  the  disease  will  show 
some  reaction.  Their  nocturnal  temperature,  which  is  already 
a  little  elevated,  will  rise  a  degree  further  that  night,  and  headache 
of  the  frontal  and  basilar  type  is  a  very  constant  symptom. 
It  is  suggested  that  this  reaction,  which  is  also  seen  in  the 
syphilitic  lesions  themselves,  is  due  to  the  sudden  death  of  vast 
numbers  of  the  treponemas  and  the  consequently  increased 
toxic  absorption. 

The  more  serious  consequences  which  follow  on  injections 
of  salvarsan  and  its  derivatives  are  extremely  rare,  so  much  so 
that  they  should  not  deter  the  physician  from  carrying  out  the 
treatment.  They  are  of  great  interest  at  the  present  moment, 
as  their  pathogeny  is  not  thoroughly  understood.  These  graver 
cases,  which  unfortunately  frequently  end  in  death,  may  show 
any  of  the  following  symptoms  : 

1.  Dermatitis  of  a  much  more  active  type;   occasionally  the 
^vhole  body  may  show  desquamation  to  some  degree,  resembling 
that  of  an  acute  case  of  Pityriasis  rubra.     Haemorrhages  occur 
into  the  skin,  either  independently  or  associated  with  erythe- 
matous   and  urticarial    lesions.       The   rash  is  generally  most 
intense,   and  first  shows  itself    on    the    trunk.       Haemorrhage 
should  always  be  looked  upon  as  a  serious  sign.     Itching  may 
occur,  but  is,  as  a  rule,  not  very  marked. 

2.  Jaundice. — These  cases  of    severe   icterus    created   some 
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stir  a  few  years  ago,  as  a  short  series  of  them  appeared  in  two 
places  wide  apart — namely,  Cambridge  and  Dublin.  They 
resembled  cases  of  acute  yellow  atrophy,  but  the  post-mortem 
examination  showed  that  the  liver  had  not  degenerated  to  the 
extent  found  in  that  condition.  It  was  suggested  that  they 
were  due  to  some  poisonous  by-product  due  to  faulty  preparation 
of  the  drug,  as  both  the  hospitals  in  question  were  using  the  same 
brand.  On  the  other  hand,  other  investigators  formed  the 
opinion  that  the  jaundice  and  deaths  were  due  not  to  the  drug 
at  all,  but  to  an  intercurrent  infection  which  had  nothing  to 
do  with  the  treatment.  Whichever  may  be  the  true  explanation 
in  this  case,  it  is  an  undoubted  fact  that  jaundice  does  occur 
in  people  suffering  from  the  toxic  effect  of  the  salvarsan  group. 
It  is  an  obstructive  jaundice  of  the  small  bile-ducts,  and 
presumably  the  same  process  is  taking  place  there,  namely, 
exudation  and  possibly  haemorrhage,  as  on  the  skin. 

Colonel  Harrison,  whose  experience  of  syphilis  and  its 
treatment  by  salvarsan  is  probably  unequalled  in  this  country, 
suggests  that  the  results  are  due  to  the  poison  damaging  the 
capillary  walls.  At  each  injection  the  walls  of  the  blood-vessels 
receive  a  blow  from  which  they  recover;  but  if  this  blow  is  repeated 
at  too  short  intervals  or  over  too  long  a  series,  or  if  the  patient  has 
some  natural  idiosyncrasy,  the  capillary  walls  will  be  so  damaged 
that  the  blood-plasma  will  ooze  through  ;  or,  if  matters  go  a 
stage  further,  the  solid  red  corpuscles  will  extravasate  not  only 
into  the  skin,  but  also  into  the  mucous  membrane  of  the 
alimentary  tract,  the  alveoli  of  the  lungs,  the  small  bile-ducts 
in  the  liver,  and  into  the  brain  substance,  the  symptoms  in 
each  case  depending  on  where  the  exudation  is  most  marked. 
This  is  an  ingenious  and  simple  explanation,  and  the  only  criticism 
that  can  be  made  to  it  is  that  some  of  these  cases  do  not  exhibit 
any  serious  symptoms,  or  often  no  symptoms  at  all,  until  a  con- 
siderable period  has  elapsed  after  the  last  injection  ;  yet,  as  fayc 
as  we  know,  most  toxins  which  produce  lesions  of  this  type — 
that  is  to  say,  by  acting  on  the  capillary  walls — usually  demon- 
strate their  results  at  once. 

3.  Damage  to  the  Central  Nervous  System.— A  similar  process 
of  exudation  on  the  surface  and  into  the  substance  of  the  brain 
and  spinal  cord  produces  results  varying  according  to  the  different 
areas  affected.  An  acute  encephalitis  may  occur,  causing  a 
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rapid  death  within  24  to  48  hours.  Where  the  lesions  are  more 
patchy  and  on  the  surface  of  the  brain,  epileptic  attacks  of  the 
Jacksonian  type  occur.  The  prognosis  is  nearly  always  bad, 
the  patient  passing  from  one  fit  to  another  and  eventually  dying 
within  a  few  days  or  a  week.  Various  forms  of  paralysis  have 
been  observed,  and  occasionally  hyperpyrexia.  In  this  connec- 
tion, however,  it  is  not  unusual  to  meet  with  a  fairly  high 
temperature  in  cases  which  have  no  brain  lesion.  In  the  majority 
of  cases,  if  the  mental  condition  is  good,  the  outlook  is  very 
much  better.  The  cerebro- spinal  fluid  of  these  patients  has 
been  found  to  be  extremely  toxic  to  animals. 

4.  Lesions  of  the  Alimentary  Tract — Stomatitis  is  met  with, 
but  as  most  of  the  cases  have  had  combined  treatment  with 
mercury,  it  is  difficult  to  say  how  much  of  this  is  due  to  the 
exudation  caused  by  the  arsenical  compound.     Vomiting  is  a 
fairly  constant  sign ;   in  some  cases  it  is  intractable,  the  patient 
being  unable  to  keep  tfown  any  food,  fluid  or  solid.     In  these 
cases  death  is  inevitable.     Haemorrhages  occur  into  the  mucous 
membrane  of  the  gut,  and  occasionally  scattered  shallow  ulcera- 
tions  not  unlike  those  of  typhoid  fever ;   this  would  naturally 
give  rise  to  abdominal  pain  and  diarrhoea. 

5.  Lesions   o!   the  Respiratory  System. — (Edema  and   shallow 
ulcerations  are  met  with  in  the  larynx  and  trachea.     In  a  case 
which  was  under  my  care  in  St.  George's  Hospital,  ulceration 
of  the  larynx  was  the  most  marked  symptom.     Many  of  the 
cases  die  of  a  terminal  pneumonia,  and  after  death  the  alveoli 
of  the  lungs  have  been  found  choked  with  red  blood-corpuscles. 

6.  Lesions    of    the   Spleen. — The    spleen  is  sometimes  found 
to  be  enlarged  in  these  cases,  but  one  must  not  forget  that  the 
enlargement  may  be  due  to  syphilis  and  not  to  the  drug. 

Treatment. — The  management  of  these  cases  where  grave 
symptoms  occur  is  not  very  satisfactory.  The  patient  should, 
of  course,  be  confined  to  bed,  and  if  the  temperature  is  105° 
or  more,  tepid  sponging  should  be  carried  out.  Ichthyol  internally 
accompanied  with  alkalis  and  a  large  amount  of  fluid,  as 
mentioned  above,  have  proved  the  most  satisfactory.  The 
advisability  of  giving  intramine  in  these  cases  is  doubtful. 
Whatever  its  effect  may  be  in  preventing  intoxication,  there 
seems  no  doubt  that  in  some  cases,  once  serious  symptoms 
have  shown  themselves,  intramine  may  aggravate  them. 


CHAPTER    X 


THE  treatment  of  syphilis  by  mercury  is  probably  the  oldest 
method  for  counteracting  the  disease.  As  mentioned  under 
the  section  of  "  History  of  the  Disease,"  the  Chinese  are  reputed 
to  have  treated  syphilis  by  inunction  of  mercury  about  2000  B.C. 
Whether  this  is  true  or  not,  mercurial  treatment  has  certainly 
been  carried  out  for  many  hundreds  of  years  in  one  form  or 
another.  It  has  been  described  by  some  authorities  as  the 
"  sheet-anchor  "  in  the  treatment  of  syphilis,  and  there  are  many 
observers  still  who  believe  that  it  is  a  more  valuable  and  essen- 
tial part  of  the  treatment  than  the  arsenical  compounds.  The 
methods  of  administration  are  as  follows  : 

1.  By  injection,  intramuscularly  and  intravenously* 

2.  By  inunction. 

3.  By  vaporisation  generally  and  locally. 

4.  By  baths. 

5.  By  ingestion. 

These  various  methods  will  be  considered  in  detail  below. 

By  whatever  method  mercury  is  given,  it  is  generally  supposed 
to  be  absorbed  in  a  finely  divided  metallic  state ;  it  is  also 
reputed  to  circulate  in  the  blood  as  a  chloro-albuminate.  It 
is  eliminated  by  the  kidney,  in  the  sweat  and  faeces,  and  large 
quantities  remain  stored  up  in  the  system,  which  again  are  slowly 
excreted  in  the  urine  over  a  very  long  space  of  time.  It  will 
therefore  readily  be  understood  that  if  the  renal  elimination 
is  defective  from  chronic  nephritis,  intoxication  may  take  place 
more  easily,  and  the  drug  must  be  used  with  the  greatest  caution. 
Therapeutically  it  is  supposed  to  act  in  two  ways  : 

i.  By  direct  action  on  the  organism,  and  we  know  that  the 
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treponema  is  highly  susceptible  to  even  a  very  weak  solution  of 
mercury ;   and — 

2.  It  may  act  indirectly  by  causing  the  fixed  tissues  to  produce 
bodies  known  as  alexins,  which  in  turn  destroy  the  treponema. 
In  view  of  the  extreme  rapidity  with  which  some  syphilitic 
lesions  are  cured  by  mercury  alone,  there  seems  little  doubt 
about  the  direct  action  of  the  drug.  As  regards  the  indirect, 
the  evidence  is  necessarily  very  inadequate.  There  is  no  doubt 
that,  apart  from  any  treatment,  the  body  does  produce  antitoxins 
against  the  treponema,  as  so  many  of  the  lesions  will  heal  spon- 
taneously in  a  longer  or  shorter  time,  and  the  suggestion  would 
be  that  mercury  assists  in  the  production  of  these  anti-bodies. 
One  thing  is  certain,  that  if  the  treatment  by  mercury  is  over- 
zealous,  this  natural  self-defence  is  negatived  owing  to  the 
depressed  state  of  the  patient,  and  he  is  worse  off  than  if  he 
had  had  no  treatment  at  all.  It  will  be  deduced  from  the  above 
remarks  that  the  whole  art  of  mercurial  therapy  is  to  give  as 
large  doses  as  possible  in  order  to  kill  the  treponema,  but  at  the 
same  time  to  keep  the  patient  in  good  health  and  not  cause 
any  of  the  toxic  depressing  effects  mentioned  above.  It  is  by 
no  means  easy  to  steer  this  ideal  course,  and  the  art  of  giving 
mercury  so  as  to  obtain  the  full  benefit  is  not  as  simple  as  many 
people  suppose. 

Apart  from  the  detailed  methods  of  getting  mercury  into  the 
body,  there  are  two  general  methods  of  carrying  out  a  course 
of  treatment  which  are  in  vogue  in  this  country.  First  of  all, 
the  older  method  of  giving  continuous  mercurial  treatment 
for  two  years  or  more.  This  treatment  was  usually  by  the  mouth, 
and  the  intention  was  to  give  small  doses  without  any  cessation, 
so  as  to  keep  the  body  impregnated  with  the  drug  throughout 
the  whole  period.  Secondly,  the  method  which  was  practised 
on  the  Continent,  and  which  has  only  recently  become  the  routine 
in  this  country — namely,  that  of  giving  intermittent  treatment 
with  larger  doses  for  periods  of  six  to  ten  weeks,  and  then  stopping 
the  treatment  altogether  for  three  months  or  more,  so  as  to 
allow  the  patient  to  recuperate.  There  seems  little  doubt  that 
the  second  method  is  the  superior.  The  advantage  of  the 
continuous  treatment  is  that  any  recrudescence  of  the  disease 
from  foci  which  have  lain  dormant  for  some  period,  as  we  know 
they  do,  is  immediately  counteracted  by  the  drug  throughout 
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the  whole  of  this  period.  The  disadvantages,  however,  are 
great :  the  patient  is  continuously  under  the  depressing  action 
of  the  drug,  which,  even  in  the  most  skilful  hands,  cannot  help 
adding  to  the  natural  depression  of  the  disease ;  moreover, 
there  are  few  alimentary  tracts  which  will  stand  this  prolonged 
action  without  undergoing  some  deleterious  change,  and  doubtless 
many  cases  of  chronic  dyspepsia  and  also  pyorrhoea  have  been 
caused  by  this  method.  The  intermittent  treatment,  on  the  other 
hand,  gives  the  maximum  effect  of  the  drug  over  the  period  of 
administration,  which,  owing  to  its  shortness,  requires  much 
less  management  in  the  regulation  of  the  dose ;  and  it  allows 
the  body  to  recuperate  in  the  longer  intervals,  giving  an  oppor- 
tunity for  the  administration  of  other  stimulating  drugs,  such 
as  strychnine  and  iron,  and  the  more  happy  assimilation  of 
nutritious  food. 

Toxic  EFFECTS  OF  MERCURY 

It  is  important  to  study  carefully  the  toxic  effects  produced 
by  this  drug  on  various  parts  of  the  body,  so  that  the  physician 
may  at  once  arrest  or  diminish  the  treatment  on  the  first  signs 
being  noticed.  It  is  not  uncommon  to  see  a  case  suffering  from 
stomatitis  and  ulceration  of  the  fauces  which  is  due  to  over- 
zealous  treatment  and  not  to  the  disease,  and  in  which  the 
physician  is  still  plying  the  patient  with  large  doses  of  mercury, 
on  the  erroneous  supposition  that  he  had  syphilitic  ulceration 
to  treat. 

The  chief  signs  of  mercurial  intoxication  are  as  follows  : 

1.  Alimentary    (salivation,    stomatitis,     nausea,     gastro- 

enteritis). 

2.  Cutaneous  eruptions. 

3.  Nephritis. 

4.  General  effects,  such  as  wasting,  anaemia,  etc. 

To  consider  these  in  detail : 

Salivation 

Salivation  is  usually  one  of  the  first  signs  of  an  oncoming 
stomatitis.  In  the  old  days  it  was  thought  necessary  to  keep 
the  patient  always  in  a  chronic  state  of  salivation  ;  that  unless 
the  patient  complained  of  this,  he  was  not  having  sufficient 
treatment.  This  degree  of  intoxication  is,  however,  not  now 
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thought  advisable,  because  the  border-line  between  it  and  the 
next  stage  is  so  very  narrow  that  it  is  almost  impossible  to  prevent 
the  occurrence  of  more  serious  complications.  The  patient 
generally  complains  of  a  metallic  taste  in  the  mouth,  with  a 
greatly  increased  flow  of  saliva;  his  breath  becomes  foetid, 
and  unless  steps  are  immediately  taken  to  stop  the  process, 
the  gums  become  soft,  spongy,  and  small  beads  of  pus  can  be 
pressed  out  from  the  crevices  between  the  gums  and  the  teeth. 
The  patient,  however,  will  complain  chiefly  of  tenderness  of 
the  teeth  in  mastication. 

Stomatitis 

The  process  continues  further.  Ulceration  of  the  gums, 
fauces,  soft  palate,  and  inner  surface  of  the  cheek  may  take 
place,  the  tongue  may  become  swollen  and  the  teeth  loose. 
It  must  be  understood  that  this  stomatitis  is  really  a  septic 
process  secondary  to  the  action  of  the  drug ;  that  is  to  say, 
the  mercury  makes  the  gums  soft  and  spongy,  so  that  the  septic 
organisms  which  are  always  present  in  the  mouth  have  an 
opportunity  of  penetrating  and,  in  the  damaged  state  of  the 
tissue,  running  riot.  The  proof  of  this  is  that  cases  of  stomatitis 
have  been  cured  by  mercurial  mouth-washes  consisting  of 
perchloride  of  mercury,  although  this  is  not  a  method  which 
can  be  recommended.  It  is,  therefore,  of  the  utmost  importance 
that,  before  beginning  a  course  of  mercurial  treatment,  the 
patient  should  visit  his  dentist,  have  all  septic  stumps  removed, 
cavities  filled,  and  tartar  cleaned  away.  If  this  is  done,  the 
amount  of  energetic  mercurial  treatment  which  the  patient 
will  stand  is  very  greatly  increased.  The  ulcerations  occurring 
in  stomatitis,  especially  those  at  the  back  of  the  mouth,  are 
not  unlike  shallow  syphilitic  ulcerations.  The  chief  points 
of  difference  are  that  the  mercurial  stomatitis  is  much  more 
inflamed  and  red  around  the  ulcerations,  the  lesions  are  more 
painful,  and  the  breath  very  foul.  The  copious  secretion  of 
glairy  saliva  is  also  a  point.  The  physician  should  be  always 
suspicious  of  any  lesion  of  the  mouth  which  arises  during  the 
course  of  treatment ;  it  is  much  more  likely  to  be  due  to  the 
mercury  than  to  the  disease.  Some  patients  are  particularly 
susceptible,  and,  if  they  have  any  septic  process  already  in  the 
mouth,  may  start  an  acute  stomatitis  quite  early  in  the  treatment. 
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Prevention. — It  is  very  much  better  to  prevent  the  occurrence 
of  these  complications  than  to  cure  them  later,  and  also  very 
much  easier.  Apart  from  the  visit  to  the  dentist,  mouth- washes 
should  be  used  regularly,  five  or  six  times  a  day,  as  soon  as  the 
administration  of  the  drug  has  begun,  and  continued  a  fortnight 
after  the  cessation  of  treatment.  The  two  mouth- washes  given 
above  will  be  found  satisfactory.  In  addition,  the  patient 
should  be  instructed  to  brush  his  teeth  regularly,  particularly 
after  meals,  so  as  to  remove  the  particles  of  food  lodged  between 
the  teeth.  If  stomatitis  has  already  occurred,  these  precautions 
should  be  redoubled,  the  administration  of  mercury  should  be 
stopped  at  once,  or  otherwise  the  ulceration  around  the  edges 
of  the  gums  will  rapidly  spread  and  the  patient  may  lose  some 
or  all  of  his  teeth ;  necrosis  of  the  jaw  may  even  take  place. 
If  a  patient  has  once  shown  any  signs  of  this  complication,  he 
should  be  warned  to  take  additional  precaution  during  any 
subsequent  treatment,  and  to  let  his  physician  know  as  soon  as 
he  feels  any  tenderness  or  soreness  of  the  gums.  The  situations 
where  it  most  commonly  first  shows  itself  are  around  the  lower 
incisors  and  in  the  neighbourhood  of  the  back  lower  molar. 

Gastroenteritis 

Patients  whose  digestive  organs  are  easily  upset  and  are 
subject  to  attacks  of  colitis  and  diarrhoea  are  much  more  likely 
to  show  symptoms  in  this  region  than  in  the  mouth  as  the  first 
sign  of  intoxication.  The  patient  will  complain  of  nausea, 
especially  in  the  morning  on  getting  up,  actual  vomiting  not 
being  uncommon.  Pains  occur  in  the  abdomen,  possibly  high 
up  in  the  neighbourhood  of  the  stomach,  but  usually  low  down 
or  over  the  region  of  the  descending  colon.  The  pain  is  griping 
in  type,  with  a  feeling  as  if  the  intestines  were  being  twisted  ; 
it  is  nearly  always  associated  with  some  degree  of  diarrhoea, 
but  the  chief  characteristic  is  tenesmus.  The  motions  are  foul, 
contain  a  large  amount  of  mucus,  and  are  usually  blood-stained. 
In  some  cases  a  considerable  amount  of  blood  may  be  lost  in  this 
way.  Some  of  the  cases  come  on  gradually,  and  follow  on,  as 
a  rule,  the  administration  of  the  drug  by  the  mouth  ;  others 
are  very  acute,  and  these  are  generally  subsequent  to  active 
treatment  by  injection,  more  especially  of  the  soluble  salts, 
but  in  particular  the  intravenous  injection  of  the  cyanide,  as 


TREATMENT  BY  MERCURIAL  COMPOUNDS       123 

has  been  pointed  out  by  Thibierge,  because  in  this  case  the 
absorption  is  very  rapid.  Ulcerous  colitis  may  occur,  and  some 
of  the  cases  go  on  into  a  chronic  condition. 

Treatment. — The  administration  of  mercury  should  at  once 
be  stopped  and  the  patient  kept  in  bed  ;  hot  applications  made 
to  the  abdomen,  and  opium  given  internally  in  one  form  or 
another  (we  prefer  the  5-grain  pil.  saponis  co.).  Where  the 
administration  of  mercury  is  by  the  mouth,  it  is  a  common 
habit  to  mix  a  quarter  of  a  grain  of  the  extract  of  opium  with  the 
pil.  hydrarg.  or  gray  powder,  or  whatever  preparation  is  used. 
Where  there  is  much  mucus,  it  is  advantageous  to  wash  out  the 
rectum  twice  daily,  as  it  is  the  presence  of  mucus  which  produces 
the  distressing  tenesmus.  The  food  should  consist  chiefly  of 
milk  and  white  of  egg,  so  as  to  form  the  insoluble  albuminate 
with  any  mercury  which  is  lying  in  the  intestine.  Sulphur 
waters,  such  as  those  of  Harrogate,  Challes,  Uriage,  and  Aachen, 
may  be  given  with  advantage,  and  are  to  be  recommended  as 
a  preventive  precaution  in  susceptible  patients.  There  is  no 
doubt  that  the  Aachen  routine  of  giving  large  quantities  of 
water  containing  sulphuretted  hydrogen  is  a  factor  in  helping 
the  patients  to  withstand  the  intensive  inunction  treatment 
which  is  carried  out  there. 

Cutaneous  Eruptions 

Rashes  following  the  administration  of  mercury  may  occur 
whatever  the  method  employed,  but  their  occurrence  is  not  so 
common  as  either  of  the  two  previous  groups  of  symptoms.  They 
are  usually  macular  in  type  and  diffuse  in  distribution,  the 
most  common  being  an  erythema  which  may  resemble  Erythema 
multiforme,  excepting  that  it  tends  to  occur  on  the  trunk  rather 
than  on  tjie  exposed  parts,  and  goes  on  to  a  fine,  branny 
desquamation.  Other  types  resemble  measles,  scarlet  fever, 
and  some  varieties  of  eczema.  The  morbilliform  eruption  is,. 
of  course,  more  urticarial  in  type  and  somewhat  rare.  Occasion- 
ally patchy  plaques  show  themselves  which  can  be  confused 
with  the  recurrent  erythemas  due  to  syphilis  (macular  recidive) ; 
it  is  therefore  unwise  for  the  physician  to  diagnose  these  late 
macular  rashes  as  syphilitic  if  the  patient  is  under  the  influence 
of  mercury  at  the  time.  Pruritus  is  not,  as  a  rule,  very  marked, 
so  that  local  treatment  is  generally  unnecessary ;  but  it  is  wise 
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to  withhold  further  inunction,  under  which  method  these  skin 
rashes  are  most  likely  to  occur,  until  all  signs  have  disappeared. 

Nephritis 

As  the  kidney  is  one  of  the  chief  organs  by  which  the  body 
gets  rid  of  the  mercury,  it  is  natural  that  it  should  be  liable  to 
irritation  in  the  process.  This  is  especially  the  case  where 
the  patient  is  already  suffering  from  chronic  nephritis.  As 
mentioned  above,  if  the  albuminuria  is  due  to  syphilis,  the  treat- 
ment will  improve  the  condition,  causing  the  albumin  to  lessen 
and  finally  disappear ;  but  with  a  patient  who  has  a  kidney 
already  damaged  by  some  other  cause,  the  administration  of 
mercury  by  any  method  is  liable  to  increase  the  albuminuria, 
and  if  pushed  further,  to  produce  serious  complications  and 
uraemia.  In  my  opinion,  it  is  in  these  cases  in  particular  that 
the  intramuscular  injection  of  the  soluble  salts  is  called  for, 
as  with  them  the  dose  can  be  very  much  more  accurately  regulated 
and  one  knows  that  each  day  the  patient  absorbs  the  amount 
given  by  the  physician ;  so  that  whether  large  or  small  doses 
are  being  given,  one  is  on  very  much  safer  ground,  the  action 
of  the  drug  stopping  at  once  on  cessation  of  the  injection,  which 
is  not  the  case  where  the  insoluble  salt  is  used. 

Treatment. — The  administration  of  the  drug  should  be  stopped 
at  once.  The  chief  thing  is  to  give  the  patient  large  quantities 
of  fluid  to  drink,  and  enable  the  kidneys  to  get  rid  of  the  toxic 
products  more  easily.  Whenever  albumin  has  been  found 
in  the  urine,  an  Esbach  tube  should  be  set  up  and  the  amount 
of  albumin  checked  as  the  treatment  goes  on. 

General  Effects. — These  consist  of  anaemia,  particularly  where 
there  has  been  considerable  loss  of  blood  from  ulcerative  colitis ; 
but  apart  from  this,  the  continued  action  of  the  drug  over  a 
long  period  produces  anaemia.  Loss  of  weight  also  takes  place, 
and  in  some  cases  fine  tremors  of  the  hand  are  observed.  These 
general  symptoms  are  entirely  eliminated  if  the  intermittent 
method  of  administration  of  the  drug  is  used,  nearly  all  the 
serious  cases  occurring  in  patients  who  have  been  subjected 
to  a  long  continuous  treatment. 
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METHOD  OF  ADMINISTRATION  BY  INJECTION 

This  method  of  giving  mercury  is  subdivided  into  intra- 
muscular and  intravenous  injection;  and,  again,  the  intra- 
muscular group  is  further  subdivided  according  to  whether 
the  preparation  is  soluble  or  insoluble  (for  obvious  reasons 
only  the  soluble  salts  can  be  injected  into  the  veins). 

Intravenous  Injection 

Many  French  authorities  recommend  this  method  of  giving 
mercury  in  preference  to  all  others.  The  advantages  are : 
practically  complete  absence  of  pain,  rapid  absorption  of  the 
drug  (which  is  present  in  the  urine  within  an  hour),  the  certainty 
that  the  patient  gets  a  definite  fixed  dose  which  is  rapidly 
eliminated,  and  therefore  cumulative  effects  of  the  drug  cannot 
be  produced.  It  should  be  remembered,  however,  that  this 
rapid  elimination  is  not  an  advantage  from  all  points  of  view. 
The  disadvantages  are  as  follows :  an  intravenous  takes  a 
slightly  longer  time  to  give  than  an  intramuscular  injection ; 
and  if  the  comparison  is  made  with  the  insoluble  salt  given 
intramuscularly,  many  more  injections  have  to  be  given  to  cover 
the  same  ground.  That  is  to  say,  in  an  intramuscular  injection 
sufficient  mercury  is  given  at  one  injection  to  last  for  a  whole 
week,  whereas  the  intravenous  injections  require  to  be  given 
daily,  or  at  any  rate  three  times  a  week.  This  point  alone  is 
sufficient  to  stop  its  use  as  a  routine  in  venereal  out-patient 
clinics,  as  few  patients  will  come  up  for  treatment  so  often. 
It  is  not  necessary  to  lay  stress  on  various  small  accidents  which 
may  occur  owing  to  faulty  administration  and  technique,  such 
as  injection  into  the  wall  of  the  vein  or  subcutaneous  tissue  ; 
anyone  can  easily  learn  to  avoid  these  pitfalls  after  giving  a 
few  injections.  Again,  if  the  therapeutic  effect  of  the  intra- 
venous method  is  rapid  and  active,  so  also  is  the  toxic  effect, 
and  it  is  in  these  cases  that  the  acute  lesions  of  the  colon  occur. 
We  are  of  the  opinion,  therefore,  that  this  method  should  be  used 
chiefly  where  there  is  danger  to  some  vital  or  important  organ, 
such  as  the  eye  or  brain,  and  as  in  that  case  the  patient  will 
be  under  the  constant  attention  of  the  physician,  the  drawbacks 
mentioned  above  do  not  apply. 

The  salt  commonly  used   for   these  intravenous  injections 
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is  the  cyanide  of  mercury,  a  i-o  per  cent,  solution  in  distilled 
water  being  usually  employed,  and  the  daily  dose  consisting 
of  I'O  to  2*0  c.c.  The  cyanide  is  one  of  the  more  toxic  salts  of 
mercury,  but  it  is  used  because  it  is  readily  soluble,  contains 
a  stable  fixed  form  of  mercury  which  does  not  irritate  the  vein- 
wall  and  produce  thrombosis,  and  does  not  precipitate  the 
albuminoids  in  the  blood.  The  biniodide,  perchloride,  and  to  a 
less  extent  the  benzoate,  are  all  too  irritating  for  this  form  of 
administration. 

The  technique  for  giving  it  is  the  same  as  for  giving  the  intra- 
venous injections  of  neosalvarsan  (see  page  102). 

Intramuscular  Injection 

This  method  of  treatment  has  come  into  vogue  in  England 
in  comparatively  recent  years ;  it  was,  however,  practised  on 
the  Continent,  particularly  in  France,  long  before  its  introduction 
as  a  routine  treatment  here.  It  is  now  generally  looked  upon 
as  the  most  satisfactory  way  of  giving  mercury. 

In  discussing  the  respective  merits  of  the  soluble  and  the 
insoluble  salts,  the  points  are  almost  identical,  only  to  a  less 
marked  degree,  with  those  mentioned  in  comparing  the  intra- 
venous with  the  intramuscular  method.  That  is  to  say,  the 
soluble  salts  afford  a  more  rapid  mode  of  attack.  They  are 
less  painful,  or  at  any  rate  the  pain  lasts  a  shorter  time ;  they 
are  more  quickly  absorbed  and  eliminated  ;  the  dose  is  much 
more  accurately  gauged ;  and  any  toxic  effects  of  the  drug  can 
be  instantly  arrested  by  cessation  of  the  treatment ;  but  they 
require  to  be  more  frequently  given  than  the  insoluble  salts 
to  cover  the  same  ground. 

The  insoluble  salts  are,  as  a  class,  more  convenient,  and  are 
therefore  more  commonly  in  use  in  the  venereal  clinics  of  this 
country.  At  the  same  time  one  must  not  be  blind  to  their 
disadvantages  and  sacrifice  everything  to  convenience.  Their 
disadvantages  are,  that  their  absorption  is  slow  and  irregular, 
so  that  it  is  impossible  completely  to  avoid  cumulative  effect 
of  the  drug.  One  may  give  four  or  five  injections  of  gray  oil 
or  some  other  insoluble  preparation,  two  of  these  may  be  absorbed 
evenly  and  steadily,  but  the  rest  may  remain  unabsorbed  for 
quite  a  long  time  and  then  suddenly  become  assimilated  into 
the  system.  This  occurs  sometimes  owing  to  the  formation 


TREATMENT  BY  MERCURIAL  COMPOUNDS      127 

of  a  fibrous  capsule  round  the  injected  substance.  It  will  be 
readily  seen,  then,  that  the  patient  may  go  on  absorbing  mercury 
from  these  pockets  in  his  buttock  muscles  long  after  he  has 
already  shown  signs  of  an  overdose,  so  that  in  practice  one  cannot 
afford  to  go  so  near  the  danger -line,  that  is  to  say,  to  use  the  drug 
with  such  assurance  and  in  such  large  doses  as  one  would  wish. 
From  this  point  of  view,  therefore,  whether  one  wishes  to  give 
the  most  intense  form  of  treatment  to  counteract  some  serious 
lesion,  or  whether,  owing  to  the  presence  of  nephritis,  one  is  obliged 
to  use  smaller  doses,  the  soluble  salts  are  preferable,  because 
one  can  more  accurately  gauge  the  amount  taken  up  by  the 
body  and  its  effect.  Another  drawback  to  the  insoluble  salts 
is  that  they  tend  to  produce  in  the  buttocks  nodules  which  are 
painful  to  the  touch,  and  also  a  general  stiffness  apart  from  the 
formation  of  actual  nodules.  These  nodules  are  almost  invariably 
due  to  a  drop  of  the  irritating  emulsion  being  left  in  the  sub- 
cutaneous fatty  layer  ;  this  may  happen  in  one  of  three  ways  : 

1.  The  use  of  a  needle  too  short  for  the  particular  individual ; 
and  it  should  be  noted  that  the  thickness  of  the  layer  of  fat 
varies  enormously  in  different  people,   so  that  it  is  generally 
advisable  to  have  the  needle  not  less  than  two  inches  long,  but 
in  thin  people  one  must  not  use  the  whole  of  this,  or  the  point 
will  come  up  against  the  ilium. 

2.  Some  of  the  emulsion  may  be  left  on  the  outside  of  the 
needle  ;  very  often,  in  expressing  a  bubble  of  air,  a  certain  amount 
of  the  gray  oil  may  run  down  the  side  of  the  needle.     This  should 
always  be  carefully  wiped  off  with  a  sterile  swab  before  making 
the  puncture,  otherwise  some  of  it  is  sure  to  be  left  in  the  skin 
or  subcutaneous  fat.     This  naturally   only   applies  where   the 
injection   is  made  with   the  needle  mounted  on   the  syringe ; 
when  the  needle  is  plunged  in  alone  and  the  syringe  attached 
afterwards,  there  is  no  risk  of  its  happening. 

3.  A  drop  of  the  emulsion  may  be  left  in  the  syringe  and 
inadvertently  expelled  during  withdrawal  of  the  needle ;    it  is 
important,  then,  only  to  have  the  necessary  dose  in  the  syringe, 
and  to  see  that  the  piston  is  well  pushed  home  before  withdrawal. 
It  must  be  confessed  that  in  practice,  even  with  the  greatest  care, 
a  certain  number  of  these  nodules  will  arise  where  a  large  number  of 
injections  are  given,  and  some  patients,  not  necessarily  the  fattest, 
seem  to  be  particularly  prone  to  this  troublesome  occurrence. 
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The  pain  associated  with  the  injection  of  these  insoluble 
salts  is  not  great  in  the  vast  majority  of  cases,  so  that  it  need 
not  be  looked  upon  as  a  serious  drawback  to  an  otherwise 
convenient  method  of  administering  mercury.  The  technique 
is  fully  discussed  under  the  scheme  of  treatment  given  above. 

With  the  soluble  salts  the  absorption  and  distribution  of 
the  mercury  are  much  more  rapid  than  with  the  insoluble,  but 
not  so  quick  as  by  the  intravenous  method.  Whereas  by  the 
intravenous  method  the  mercury  can  be  detected  in  the  urine 
at  the  end  of  an  hour,  it  is  three  or  four  hours  before  it  appears 
after  the  intramuscular  injection  of  an  insoluble  salt. 

After  considering  the  advantages  and  disadvantages  of  these 
three  methods,  we  have  come  to  the  conclusion  that  the  ideal  treat- 
ment by  injection  is  with  a  soluble  salt,  preferably  the  benzoate, 
as  it  will  mix  with  stovaine  and  form  a  perfectly  painless  injection, 
given  intramuscularly.  It  necessitates,  however,  either  having 
the  patient  in  hospital  or  seeing  him  at  any  rate  three  times  a 
week.  The  intravenous  injection  of  the  cyanide  has  very 
little  advantage  over  the  intramuscular  injection  of  a  soluble 
salt  as  regards  rapidity  of  action,  but  it  is  a  perfectly  justifiable 
method  of  giving  mercury,  especially  in  eye  and  cerebral  cases. 

The  insoluble  salts  are  specially  useful  where  a  large  number 
of  patients  have  to  be  treated,  and  where  it  is  difficult  for  them 
to  come  up,  or  inconvenient  for  them  to  be  seen  more  often 
than  once  a  week. 

To  consider  in  detail  the  various  salts  and  preparations 
of  mercury  which  have  been  employed  from  time  to  time  for 
injection  purposes  is  impossible  within  our  present  limits;  it 
may  be  said  at  once  that  their  name  is  legion.  They  have  all 
been  very  carefully  gone  through  by  Dr.  Levy-Bing,  who  published 
his  results  in  1903,  and  I  have  followed  in  his  footsteps  and  tried 
most  of  the  common  preparations,  with  the  result  that  I  agree 
more  or  less  with  his  conclusions,  which  are :  "  that  the  intra- 
muscular method  is  superior  to  all  other  forms  of  the  administra- 
tion of  mercury,  being  more  scientific  and  rapid  in  its  action. 
The  two  forms  of  preparations,  soluble  and  insoluble,  are  not 
really  competitive,  but  are  both  suitable  in  their  own  way  for 
different  conditions  and  circumstances,  the  object  being  to 
produce  a  preparation  which  is  rich  in  mercury,  stable,  active, 
causing  as  slight  pain  as  possible  and  as  little  toxicity." 
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Among  the  insoluble  preparations,  calomel,  gray  oil,  and 
the  basic  salicylate  are  the  best.  Among  the  soluble  preparations 
Levy-Ring  recommends  the  biniodide,  the  lactate,  the  neutral 
salicylate,  the  benzoate,  and  hermophenyl.  Here  we  think 
the  bonzoate,  the  use  of  which  has  been  so  strongly  advocated 
by  Prof.  Gaucher,  stands  in  a  class  by  itself,  because,  as  already 
mentioned,  it  mixes  with  stovaine  without  precipitation,  and 
is  at  the  same  time  extremely  active  therapeutically. 

Many  of  the  older  preparations,  such  as  the  succinimide, 
the  cacodylate,  and  sozoiodolate,  have  recently  been  brought 
into  notice  again  as  new  discoveries  by  people  who  apparently 
are  not  aware  that  these  have  been  already  fully  tested.  I 
propose  to  enumerate  shortly  the  various  salts  and  their  method 
of  preparation. 

INSOLUBLE  PREPARATIONS 

1.  The  5  per  cent,  preparation  of  calomel  has  already  been 
mentioned  in  the  scheme  of  treatment,  and  needs  no  further 
comment. 

2.  The  gray  oil  runs  it  a  good  second,  and  in   my  opinion 
the  preparation  which  is  the  least  painful  is  the  40  per  cent, 
formula  of  Lafay,  as  follows : 

Metallic  mercury .         .         .  .40   grams. 

Sterilised  anhydrous  lanoline  .   12  grams 

Sterilised  white  vaseline         .  .   13  grams 

Sterilised  pure  liquid  paraffin  .   35  grams. 

This  necessitates  the  use  of  the  special  syringe  invented  by 
Barthelemy,  marked  into  fifteen  divisions  on  the  piston,  each 
division  corresponding  to  i  centigram  of  metallic  mercury 
when  the  40  per  cent,  preparation  is  used.  The  usual  dose 
varies  from  7  to  12  centigrams  once  a  week.  The  more  modern 
10  per  cent,  preparation  requires  no  special  syringe,  the  dose 
varying  from  o-6  to  1*0  c.c. 

The  basic  salicylate  is  employed  as  a  10  per  cent,  emulsion 
in  heavy  liquid  paraffin.  It  has  already  been  referred  to  in  the 
scheme,  and  calls  for  no  further  comment. 

The  yellow  oxide  is  an  extremely  active  but  very  painful 
preparation.  On  one  occasion  I  injected  six  patients  with  it, 
producing  an  intense  reaction  ;  the  whole  buttock  in  each  case 
became  swollen  and  oedematous,  and  taking  ten  days  to  a  fortnight 
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to  quiet  down  again,  which  all  the  cases  eventually  did  without 
producing  any  necrosis.  The  therapeutic  results  were  excellent, 
but  the  degree  of  pain  it  causes  rules  it  out  of  practice  in  the 
ordinary  way.  It  may  be  given  either  as  an  emulsion  in 
olive  oil  or  heavy  paraffin,  1*0  c.c.  of  a  5  per  cent,  emulsion  being 
the  dose.  The  percentage  of  mercury  is  very  high,  being  92*6, 
which  probably|]accounts  for  its  great  activity. 

The  green  iodide,  phenate,  and  tannate  have  also  been 
used  as  insoluble  preparations,  but  they  have  nothing  special 
to  recommend  them. 

THE  SOLUBLE  PREPARATIONS 
Benzoate  of  Mercury 

This  is  prepared  as  follows : 

Hydrarg.  benzoatis  i  gram. 

Sodii  benzoatis  .  .  .  .  2*5  ,, 
Sodii  chloridi  .  .  .  •  *5  „ 
Aquam  dest.  ad  ...  100  c.c. 

The  benzoate  is  soluble  only  in  the  presence  of  other  benzoates 
and  chlorides,  and  it  is  important  that  the  sodium  chloride 
should  be  chemically  pure.  Some  critics  maintain  that  in  this 
solution  mercury  is  present  partly  as  a  perchloride  and  partly 
as  a  benzoate  ;  whether  this  is  so  or  not,  a  solution  of  stovaine 
will  precipitate  with  a  solution  of  perchloride  and  will  not 
precipitate  with  this  solution.  If  desired,  the  stovaine  can 
be  mixed  in  the  solution  with  the  mercury,  but  I  prefer  to  have 
them  in  separate  bottles,  as  people  vary  so  enormously  with 
regard  to  the  pain  they  feel,  some  requiring  a  large  amount  of 
stovaine  to  make  the  injection  painless,  while  many  can  do 
without  it  altogether.  We  use  the  stovaine  in  a  3  per  cent, 
solution  and  employ  a  5  c.c.  all-glass  syringe ;  the  benzoate 
solution  is  first  sucked  up  into  the  syringe,  the  usual  dose  being 
2  c.c.  of  this  i  per  cent,  solution.  The  necessary  amount  of 
stovaine  is  then  taken  into  the  syringe,  mixes  with  the  benzoate, 
and  is  injected  immediately  into  the  upper  and  outer  third  of 
the  buttock.  Stovaine  is  the  local  anaesthetic  preferred,  as  its 
effect  comes  on  more  slowly  and  lasts  longer  than  that  of  most 
others.  When  pain  does  occur  with  the  soluble  salts,  it  is  usually 
one  hour  after  the  injection,  and  the  duration  is  from  one  to  two 
hours,  so  that  it  is  important  to  have  a  lasting  local  anaesthesia. 
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Perchloride  o!  Mercury 

This,  like  most  of  the  soluble  salts,  is  given  in  a  i  per  cent, 
solution.  It  is  best  to  add  i  gram  of  sodium  chloride  to  the 
100  c.c.  of  the  solution  ;  it  is  extremely  active,  more  so  than  the 
benzoate,  but  it  is  also  more  toxic  and  considerably  more  painful, 
though  some  patients  stand  it  fairly  well. 

Biniodide  of  Mercury 

The  biniodide  is  given  in  aqueous  solution  in  the  presence 
of  other  iodides,  preferably  the  sodium  salt,  ro  gram  of  each 
in  -a  lOO'O  c.c.  Inject  1*5  to  2*0  c.c.  daily.  We  have  found  it 
less  painful  than  the  perchloride,  quite  as  active  therapeutically, 
and  not  so  toxic.  There  is  also  a  i  per  cent,  solution  in  olive 
oil  which  we  have  found  satisfactory,  if  anything  rather  less 
painful  than  aqueous  solution ;  neither  of  them,  however,  in 
our  opinion,  is  as  good  as  the  benzoate  solution. 

Cyanide  of  Mercury 

The  cyanide  is  given  in  a  i  per  cent,  solution,  some  people 
preferring  to  add  sodium  chloride  as  with  the  perchloride.  It 
is  as  active  as  the  perchloride  and  biniodide,  but  very  much 
more  toxic.  We  found  that,  on  the  average,  we  had  to  cut  down 
the  dose  of  this  salt  by  50  per  cent,  as  compared  with  the 
biniodide  and  the  perchloride  ;  it  has,  however,  a  slightly  bigger 
percentage  of  mercury  in  it  (79*4  per  cent.)  than  the  perchloride 
(73 -8  per  cent.),  and  a  considerably  bigger  percentage  than  the 
biniodide  (44 'i  per  cent.),  which  may  account  for  this. 

Oxycyanide  of  Mercury 

In  this  salt  the  percentage  of  mercury  is  higher  still,  being 
85-4  per  cent. ;  but  we  found  it  no  more  toxic  than  the  cyanide, 
only  very  much  more  painful.  The  therapeutic  action  was 
good.  It  is  given  in  a  i'0  per  cent,  solution  with  sodium  chloride, 
the  dose  being  1*5  to  2-o  c.c.  daily. 

Succinimide  of  Mercury 

This  may  be  given  in  the  usual  i  -o  per  cent,  or,  if  preferred, 
in  a  1*5  per  cent,  solution.  Its  chief  drawback  is  that  it  is  not 
very  active ;  it  is,  however,  less  painful  than  any  of  the  four 
above-mentioned  salts. 
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Hermophenyl 

This  salt  contains  only  40  per  cent,  of  mercury,  and  is 
therefore  generally  given  in  a  2  per  cent,  solution  in  water. 
It  is  not  very  painful,  comparing  favourably  from  that  point 
of  view  with  the  biniodide  and  perchloride,  but  the  therapeutic 
action  is  poor.  The  dose  is  I  *o  to  2  -o  c.c.  of  a  2'0  per  cent,  solution. 

Cacodylate  of  Mercury 

The  cacodylate  had  at  one  time  a  great  vogue  in  France, 
but  we  have  found  that,  on  the  whole,  it  is  not  so  good  as  the 
biniodide  from  which  it  is  prepared.  Levy-Bing's  solution 
is  probably  the  best,  and  is  as  follows  : 

Biniodide  of  mercury  .          .          .1*5  grams. 
Sodium  iodide     .         .         .         .       1*5       „ 
Cacodylate  of  soda      .         .         .5*0        ,, 

Distilled  water    ....   ioo'0  c.c. 

The  dose  is  1*0  to  2'0  c.c.  injected  daily. 

Lactate  and  Neutral  Salicylate  of  Mercury 

These  are  both  comparatively  inactive,  and  are  therefore 
given  in  a  2  '0  per  cent,  solution ;  they  have  nothing  especial 
to  recommend  them. 

TREATMENT  WITH  MERCURY  BY  VAPORISATION 
This  method  is  divided  into  two  kinds,  general  and  local. 

i.  General. — The  process  had  a  considerable  vogue  at  one 
time,  and  was  practised  occasionally  at  Aachen  up  to  recent 
times.  The  method  is  as  follows  : 

The  patient  is  enclosed  in  a  kind  of  box  or  cabinet  similar 
to  the  "  home"  Turkish  bath ;  the  head  is  left  outside  the  box, 
the  opening  of  which  fits  more  or  less  closely  round  the  neck : 
is  seated  naked  on  a  stool  beneath  which  is  a  small  lamp, 
carrying  a  flat  pan  on  which  is  spread  calomel,  the  usual 
dose  being  £  to  i  drachm.  The  heat  of  the  lamp  vaporises 
the  calomel  and  also  makes  the  patient  perspire  freely.  A 
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cold  wet  towel  is  wrapped  around  the  head  and  renewed  from 
time  to  time,  otherwise  the  patient  would  almost  certainly 
suffer  from  severe  headache.  The  average  length  of  a  sitting 
is  twenty  minutes,  and  the  treatment  is  repeated  daily  or  on 
alternate  days.  It  is  not  a  very  satisfactory  method  of 
administration.  The  patient  either  gets  too  much  owing  to 
inhalation  of  the  vapour  into  the  lungs,  or,  if  this  is  prevented 
by  packing  the  neck  with  a  towel,  he  absorbs  too  little ;  more- 
over, it  may  be  dangerous  with  elderly  patients,  who  are  apt 
to  faint. 

2.  Local. — Local  insufflation  of  calomel  is  an  extremely  useful 
method.  It  is  used  especially  in  chronic  ulcerations  about  the 
mouth  or  elsewhere  which  are  not  curing  rapidly  under  general 
treatment.  The  apparatus  consists  of  a  glass  tube  of  about  |  inch 
in  diameter  and  9  inches  long,  which  is  enlarged  in  the  centre  to 
form  a  small  pocket  to  contain  the  calomel.  A  small  spirit- 
lamp  is  hung  on  the  tube  so  that  the  flame  comes  immediately 
below  this  depression.  The  distal  end  of  the  tube  from  the 
operator  is  brought  to  a  fine  point,  reducing  the  lumen  to 
about  £  inch  in  diameter ;  on  the  proximal  end  is  attached 
a  piece  of  tubing  connected  with  a  rubber  ball  bellows.  When 
the  calomel  begins  to  vaporise  freely  from  the  bulb  in  the  centre 
of  the  tube  owing  to  the  heat  from  the  lamp  below,  the  operator 
gently  squeezes  the  rubber  bellows  and  directs  the  current  of 
air  on  to  the  part  desired  to  be  treated.  The  calomel  then 
sublimes  and  is  deposited  in  fine  particles  on  the  raw  surface. 
Care  should  be  taken  to  see  that  the  patient  does  not  inspire 
too  much  of  the  vapour ;  this  can  be  done  by  stopping  every 
few  moments  to  allow  the  patient  to  breathe,  and  making  him 
hold  his  breath  during  the  process  of  insufflation. 

TREATMENT  BY  MERCURIAL  PLASTERS 

Another  useful  method  of  applying  mercury  locally,  in  addition 
to  inunction  and  vaporisation,  is  that  of  plasters  impregnated 
with  20  per  cent,  or  40  per  cent,  of  metallic  mercury.  They 
are  used  especially  in  the  chronic  palmar  syphilides,  which  are 
always  somewhat  resistant  to  treatment,  and  where  one  wishes 
to  give  some  protection  and  partly  fix  the  surface  so  that  cracks 
may  heal. 
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TREATMENT  BY  MERCURIAL  SUPPOSITORIES  PER  RECTUM 

This  is  a  very  unsatisfactory  and  inadequate  form  of  treatment. 
The  absorption  is  irregular,  so  that  the  physician  never  knows 
how  much  mercury  the  patient  is  getting,  and  after  a  short 
time  it  nearly  always  produces  some  rectal  irritation. 

TREATMENT  BY  BATHS 

This  method  is  not  very  often  required  in  these  days,  but  some 
years  ago,  when  extensive,  foul-smelling,  suppurative  syphilides 
were  more  common,  it  formed  a  useful  method  of  treatment, 
at  the  same  time  keeping  the  patient  clean.  The  patient  was 
immersed  in  a  bath,  consisting  of  a  one-in-ten- thousand  solution  of 
the  biniodide  or  perchloride  at  body  temperature,  for  from  one  to 
two  hours  twice  daily.  There  is  no  point  in  making  the  solution 
stronger,  as  it  would  only  produce  a  rapid  coagulation  of  the 
albumin  on  the  surface,  preventing  further  penetration,  which 
is  the  object  desired.  Moreover,  it  will  be  found  that  most 
patients  with  extensive  sores  of  this  nature  will  absorb  quite 
sufficient  mercury  to  produce  the  full  therapeutic  effect.  The 
treatment  should  be  confined  to  the  type  of  case  suggested  above. 

TREATMENT  WITH  MERCURY  BY  INGESTION 

This  was  the  most  popular  method  in  this  country  of  giving 
mercury  until  recent  years.  It  is  easier  and  more  convenient, 
requiring  no  apparatus,  but  it  has  certain  serious  disadvantages. 
It  is  less  effective  therapeutically  than  either  the  injection  or 
inunction  method.  It  is  more  liable  to  cause  gastro- intestinal 
disturbances,  and  it  has  the  further  disadvantage,  common  to 
all  drugs  taken  by  the  mouth,  that  the  patient  is  apt  to  forget 
about  it,  thereby  making  the  treatment  irregular,  which  cannot 
occur  in  the  two  other  methods,  namely,  injection  and  inunction, 
where  the  doctor  or  professional  rubber  administers  them. 
In  consequence,  this  mode  of  treatment  has  been  largely 
superseded  by  the  more  accurate  and  efficacious  courses  of 
injection  and  inunction. 

The  more  usual  preparations  which  have  been  given  by  the 
mouth  are  the  pil.  hydrarg.  or  blue  pill,  gray  powder,  green 
iodide  of  mercury,  and  the  perchloride  of  mercury.  Speaking 
generally,  it  is  better  to  make  up  the  ingredient  into  pills,  as 
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the  patient  can  easily  carry  them  about,  and  is  therefore  less 
likely  to  forget  to  take  them. 

To  consider  these  preparations  in  detail,  the  metallic  mercury 
is  generally  given  in  a  2-grain  dose  of  pil.  hydrarg.,  together 
with  either  J  grain  of  opium  or  i  grain  of  pulv.  ipecac,  co. 
thrice  daily  after  meals.  The  function  of  the  two  latter 
ingredients  is,  of  course,  to  prevent  griping  and  diarrhoea. 
With  regard  to  the  gray  powder,  a  very  good  pill  can  be  made 
up  as  follows : 

Pulv.  hydrarg.  cum  cret.    .         .      I    grain 
Pulv.  ipecac,  co.         .         .  I       „ 

Ferri  redact.      .  .     2    grains. 

The  object  of  the  reduced  iron  is  to  counteract  the  anaemia 
which  is  always  present  in  the  early  stages,  and  if  the  patient 
has  to  be  treated  by  the  mouth,  I  think  this  is,  on  the  whole,  the 
most  useful  preparation.  Children  stand  the  treatment  by  gray 
powder  well,  but  in  their  case  it  is  better  given  as  a  powder 
in  i-grain  doses  mixed  with  a  little  white  sugar,  one  powder 
being  given  at  bedtime. 

The  proto- iodide  or  green  iodide  of  mercury  (Hg2I2)  is  a 
particularly  favourite  preparation  in  France.  The  dose  is 
\  to  i  grain  in  a  pill  three  times  a  day. 

The  perchloride  of  mercury  also  may  be  given  as  a  pill, 
T\  grain  thrice  daily,  but  is  more  usually  prescribed  as  the 
official  Liquor  hydrarg.  perchlor.  either  with  or  without 
potassium  iodide.  A  common  mixture  is  as  follows : 

Pot.  iod 10  grains 

Liquor,  hydrarg.  perchlor.    .          .     i  dram 
Aquam  dest.  ad  .         .         .         .     i  oz. 

Calomel  is  not  often  used  by  the  mouth,  but  when  it  is,  the 
usual  preparation  is  Plummer's  pill  (pil.  hydrarg.  subchlor.  co.). 
Among  the  more  rarely  employed  preparations,  the  mercurous 
tannate  i  grain  in  a  pill  had  at  one  time  some  vogue,  as  it 
was  supposed  not  to  be  absorbed  in  the  stomach,  thereby 
preventing  irritation  of  that  organ. 

Donovan's  solution,  liquor  arsenii  et  hydrarg  iodidi,  has 
also  been  given  in  5  to  10  minim  doses. 
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Speaking  generally,  treatment  by  the  mouth  should  be  over 
long  periods  varying  from  three  months  to  two  years'  continuous 
treatment.  It  is  not,  however,  a  method  to  be  employed  where 
either  injection  or  inunction  is  available.  It  is  chiefly  used 
now  as  a  temporary  measure  to  fill  in  a  gap  in  the  treatment, 
either  because  the  patient  is  away  from  home,  or  for  some  other 
reason  cannot  for  the  moment  subject  himself  to  more  active 
measures. 

TREATMENT  WITH  MERCURY  BY  INUNCTION 

This  method  of  giving  mercury  is  probably  one  of  the  oldest, 
and  is  extremely  efficacious.  It  has  been  used  for  many  years 
in  this  country,  but  not  to  the  same  extent  as  in  Germany. 
The  neurologists  appear  to  have  especially  favoured  treatment 
by  inunction,  and  claim  that  they  get  better  results  from  it  than 
by  other  means. 

)  The  patient  is  rapidly  brought  under  the  influence  of  the 
drug,  not  only  by  means  of  the  mercury  absorbed  through  the 
skin,  but  also  by  the  considerable  quantity  which  is  inhaled 
and  taken  into  the  system  through  the  lungs.  Salivation  is 
very  quickly  produced  where  large  amounts  are  used,  but,  as 
a  rule,  diarrhoea  is  not  so  commonly  seen  with  this  method 
unless  the  treatment  is  pressed.  The  skin  absorbs  the  drug 
better  if  its  normal  grease  has  been  previously  removed,  and 
that  is  one  of  the  objects  of  the  preliminary  sulphur  bath  which 
is  given  at  Aachen. 

The  blue  ointment  is  the  preparation  recommended.  It 
should  be  freshly  prepared  and  each  daily  dose  wrapped  up 
separately  in  a  piece  of  grease-proof  paper.  If  a  stale  preparation 
is  .used,  some  of  the  metallic  mercury  is  converted  into  mercuric 
and  mercurous  oxide,  and  also  a  certain  amount  of  the  oleate 
is  formed.  The  B.P.  Unguentum  hydrargyri  is  too  stiff  and 
sticky  a  preparation  to  rub  in  comfortably  ;  it  should  be  diluted 
with  an  equal  amount  of  lanoline,  and  some  authorities  prefer 
to  add  a  small  amount  of  olive  oil  to  make  a  soft  emollient 
mixture.  Whether  this  is  done  or  not,  the  dilution  is  an  important 
matter,  as  if  an  attempt  is  made  to  rub  in  too  strong  a  paste, 
many  patients  whose  skin  is  at  all  tender  will  react  at  once  and 
the  treatment  will  have  to  be  stopped. 

The  daily  dose  of  the  ointment,   diluted  to  half  the  B.P. 


TREATMENT  BY  MERCURIAL  COMPOUNDS      137 

strength,  varies  from  4  to  20  grams,  the  dose  gradually  being 
worked  up  according  to  the  individual  capability  of  withstanding 
the  treatment.  The  average  length  of  the  course  is  six  weeks. 
The  routine  carried  out  at  Aachen  is  as  follows  :  The  patient 
arises  at  eight  o'clock,  goes  to  one  or  other  of  the  wells  and 
drinks,  as  a  rule,  two  glasses  of  water  on  an  empty  stomach. 
He  then  takes  a  warm  bath  in  the  sulphur  water  at  body  tem- 
perature, lying  in  the  bath  from  twenty  to  twenty-five  minutes  ; 
this  removes  any  excess  of  mercury  from  the  previous  day's 
rubbing  and  prepares  the  skin  to  receive  the  next  dose.  He 
then  returns  to  his  bedroom,  to  take  a  light  Continental  breakfast 
lying  on  his  bed.  After  breakfast,  the  professional  rubber 
comes  and  rubs  in  slowly  with  the  naked  hand  the  required 
daily  dose ;  this  process  takes  from  twenty  to  thirty  minutes. 
For  the  purpose  the  body  is  divided  up  into  five  regions,  which 
are  taken  in  rotation,  so  that  the  skin  over  any  one  part  is  not 
made  too  sore.  As  far  as  possible  hairy  parts  are  avoided, 
as  the  irritation  produced  by  pulling  on  the  hairs  and  rubbing 
in  the  mercury  causes  a  folliculitis  ;  this  risk  is  further  enhanced 
if  surgical  rubber  gloves  are  used,  as  has  been  the  practice 
sometimes  in  this  country.  The  five  areas  selected  are,  as  a  rule, 
as  follows  : 

1.  The  /arms   and   forearms. 

2.  The  back. 

3.  The  sides  of  the  chest  and  flanks. 

4.  The  thighs. 

5.  The  legs. 

The  front  of  the  •  chest  and  abdomen  are  avoided  on  account 
of  their  hairiness,  and  it  is  found  by  experience  inadvisable 
to  rub  in  the  ointment  over  the  praecordial  area.  After  this  the 
patient  rests  for  an  hour  on  his  bed,  when  he  dresses  and  descends 
in  time  for  the  midday  meal.  He  has  the  afternoon  free  to  go 
for  a  walk  or  make  an  expedition  into  the  neighbouring  country. 
At  six  o'clock  he  drinks  two  more  glasses  of  the  sulphur  waters, 
and  goes  to  bed  at  ten.  He  is  allowed  a  full  nourishing  diet 
with  plenty  of  milk,  and  a  light  Rhine  wine  to  drink  if  he  wishes. 
The  patient  carries  in  his  pocket  a  glass  flask  containing  his 
mouth-wash,  which  he  uses  hourly  throughout  the  day,  wherever 
he  may  be. 
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This  treatment  as  carried  out  at  Aachen  is  undoubtedly 
excellent.  It  is  equally  satisfactory  at  Uriage,  near  Grenoble 
in  France,  and  at  Aix-les-Bains.  The  Harrogate  treatment 
is  also  good,  the  sulphur  waters  being  stronger  than  those  at 
Aachen ;  but  it  is  difficult  to  persuade  English  people  to  go 
there,  as  they  are  apprehensive  of  meeting  their  friends,  who 
may  discover  the  malady  from  which  they  are  suffering.  The 
two  French  watering-places  mentioned  above  are  quite  as 
satisfactory  as  the  German  from  the  treatment  point  of  view, 
and  have  the  advantage  of  being  situated  in  more  picturesque 
surroundings.  Many  of  the  French  doctors,  however,  prefer 
to  administer  the  mercury  by  daily  injections  of  the  soluble 
salts  rather  than  by  inunction.  As  carried  out  in  the  patient's 
home  in  London  or  elsewhere,  this  treatment  by  inunction 
has  many  serious  drawbacks, ,  the  chief  one  being  that  it  is  dirty, 
the  patient's  underclothing  and  pyjamas  becoming  impregnated 
with  the  gray  powder,  and  it  is  impossible  to  keep  the  secret 
from  other  inmates  of  the  house.  In  addition,  it  is  more  liable 
to  produce  dermatitis  than  any  other  form  of  administration 
of  mercury.  Various  suggestions  have  been  made  to  overcome 
these  difficulties,  such  as  putting  the  ointment  on  the  soles  of  the 
feet  and  allowing  it  to  be  rubbed  in  naturally  in  walking.  This 
is  not  very  satisfactory,  as  the  skin  in  this  area  is  extremely 
thick,  the  absorption  is  irregular,  and  only  a  mild  treatment 
can  be  carried  out  by  this  means.  Another  method  is  to  make 
the  patient  wear  a  kind  of  chest  protector  which  is  impregnated 
with  metallic  mercury ;  this  again  has  only  a  mild  therapeutic 
effect,  and  what  mercury  is  absorbed  is  mostly  by  vaporisation 
and  inhaling. 

The  other  drawback  to  carrying  out  inunction  in  London 
is  that  unless  the  patient  is  taken  into  a  nursing  home,  it  is 
difficult  to  get  him  to  give  up  the  necessary  time  not  only  to 
carry  out  the  actual  rubbing,  but  to  attend  to  the  other  details 
of  the  routine,  which  are  quite  necessary  if  the  physician  is  to 
enforce  strong  treatment. 

To  summarise,  then,  inunction  is  an  excellent  treatment 
at  a  properly  constituted  watering-place  with  sulphur  waters, 
but  a  poor  one  in  London,  comparing  "unfavourably  with  the 
method  by  injection. 
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DRUGS 

ALTHOUGH  the  arsenical  compounds  and  mercury  are  the 
chief  agents  in  the  cure  of  syphilis,  there  are  a  few  auxiliary 
drugs  whose  action  and  method  of  administration  must  be 
mentioned.  The  most  important  are  the  following  : 

Potassium  iodide  and  its  iodide  substitutes. 

Sulphur  and  sulphur  waters. 

Intramine. 

Strychnine  and  iron  tonics. 

Potassium  Iodide 

Potassium  iodide  is  not,  strictly  speaking,  an  anti-syphilitic 
drug,  that  is  to  say,  it  is  not  supposed  to  have  any  direct  action 
on  the  Treponema  pallidum.  It  is  used  with  more  or  less  efficacy 
in  the  treatment  of  all  the  infective  granulomas  which  have 
the  common  factor  that  their  infiltration  is  made  up  to  a  greater 
or  less  extent  with  plasma  cells.  Potassium  iodide  appears 
to  have  the  power  of  making  these  cells  resolve,  thereby  removing 
the  infiltration  and  curing  the  lesion ;  it  may  be  looked  upon, 
therefore,  purely  as  a  solvent  of  plasmomas. 

In  the  past  it  has  been  the  habit  to  confine  the  treatment 
by  potassium  iodide  to  the  later  stages  of  the  disease.  If, 
however,  the  action  of  the  drug  is  as  mentioned  above,  it  may 
clearly  be  used  with  advantage  at  any  stage  when  dealing  with 
a  lesion  which  is  of  the  hypertrophic  or  strongly  infiltrated 
nature,  and  it  has  been  found  by  experience  that  lesions  such 
as  extra- genital  chancres,  which  when  they  occur  on  the  face 
are  usually  hypertrophic  and  very  unsightly,  can  be  more  rapidly 
resolved  if  the  iodides  are  used  in  addition  to  other  general 
treatment.  But  in  this  connection  it  must  be  admitted  that 
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the  chief  use  is  in  the  large  infiltrations  and  ulcerations  of  the 
later  stages  of  the  disease. 

Another  therapeutic  function  of  the  iodides  is  to  relieve 
pain.  It  is  true  that  very  few  of  the  syphilitic  lesions  give  much 
trouble  in  this  connection,  and  its  use  is  chiefly  confined  to  cases 
of  inveterate  headache,  periostitis,  and  pains  in  the  bones  and 
joints  generally.  It  is  also  used  by  the  neurologists  and  oph- 
thalmic surgeons  in  special  syphilitic  lesions ;  by  causing 
cellular  absorption  it  may  relieve  pressure-symptoms  in  the  central 
nervous  system.  Again,  the  general  physician  may  make  use  of 
this  drug  to  lower  the  blood-pressure  where  the  patient  is  suffering 
from  syphilitic  arteritis.  Lastly,  it  has  been  suggested  that 
potassium  iodide  should  be  used  at  the  end  of  a  course  of  mercurial 
treatment  to  release  the  mercury  which  is  fixed  in  the  tissues, 
possibly  as  an  albuminate.  In  this  connection  it  is  considered 
that  its  action  is  similar  to  that  which  occurs  when  it  is  used 
in  chronic  lead  poisoning.  Whether  this  is  true  or  not,  it  is 
now  generally  conceded  that  it  is  better  not  to  mix  the  mercury 
and  the  iodide,  either  in  the  same  medicine  by  the  mouth  or  even 
at  the  same  time  to  give  mercurial  injections  or  inunction  and 
administer  potassium  iodide  by  the  alimentary  tract,  but  rather 
as  suggested  above,  to  give  the  iodide  in  the  intervals  between 
the  mercurial  treatments,  unless  for  some  reason  or  another  its 
action  is  urgently  called  for. 

Drawbacks  to  the  Use  of  Potassium  Iodide 

Of  all  the  iodides,  it  is  generally  agreed  that  potassium 
iodide  is  the  most  powerful  therapeutically,  but  unfortunately 
it  is  also  the  most  potent  producer  of  undesired  results.  These 
defects  are  of  three  kinds : 

1.  General   depression    due    to    the    lowering    of    the    blood- 
pressure,   thereby  rendering  the  patient  very  miserable,  weak, 
and  disinclined  to  any  form  of  activity. 

2.  Coryza  and  Suffusion  of   the  Conjunctivse. — Most  patients 
who  have  taken  iodide  for  more  than  a  few  days  complain  of  a 
more  or  less  profuse  nasal  discharge,  a  sensation  of  pressure  at 
the  top  of  the  nose  similar  to  that  experienced  in  the  ordinary 
cold  in  the  head.      The  eyes  are  seen  to  be  bloodshot,  and  the 
excretion  of  lacrimal  fluid  is  more  than  normal. 

3.  Skin  Rashes. — The  action  of  the  drug  on  the  skin  in  suscep- 
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tible  people  produces  lesions  of  three  types,  according  to  the 
degree  of  their  idiosyncrasy. 

(a)  The  commonest  form  of  rash  is  that  simulating  acne. 
It  occurs  particularly  on  the  forehead  and  face  generally,  but 
is  also  marked  on  the  trunk,   and  more  rarely  on  the  limbs. 
The  small  pustules  mature  rapidly,  more  so  than  in  a  case  of 
acne  ;   they  are  associated  with  a  considerable  degree  of  redness, 
but  are  not  accompanied  by  the  comedones. 

(b)  A  more  active  form  of  intoxication  is  manifested  in  those 
people  who,  in  addition  to  pustules,  show  fairly  large  erythematous 
areas  over  which  vesicles  and  bulla?,  and  occasionally  haemorrhage, 
make  their  appearance. 

(c)  The  most  serious  form  of  reaction  is  shown  in  those  people 
who  suffer  from  acute  oedema,  not  uncommonly  in  the  neighbour- 
hood of  the  larynx,   thereby  causing  dangerous  complications. 
These  are  patients  who  have  an  extremely  marked  idiosyncrasy 
against  the  drug.      There  have  been  cases  where  one  5-grain 
dose   has  produced   a   sudden   and   rapidly   spreading   oedema. 
It  is  useless  to  try  to  continue  the  treatment  in  these  cases,  and 
doubling  the  dose  will  only  lead  to  further  disaster. 

The  other  two  types  and  the  coryza  may  be  to  some  extent 
relieved  by  making  the  patient  drink  large  quantities  of  water 
at  the  time  he  is  taking  his  medicine,  which  should  be  given 
preferably  after  meals.  The  depressing  effect  can  be  ameliorated 
to  some  extent  by  mixing  ammonium  and  sodium  iodide  with 
the  potassium  salt,  5  to  10  grains  of  each  in  peppermint  water 
being  the  usual  dose.  Another  favourite  mixture  is  to  give 
10  grains  of  potassium  iodide  and  a  dram  of  liquor  hydrargyri 
perchloridi  in  i  ounce  of  distilled  water ;  but,  for  reasons  given 
above,  this  form  of  combined  treatment  is  not  so  popular  as  it 
was.  The  suggestion  that  doubling  the  dose  relieves  the 
symptoms  is  in  the  vast  majority  of  cases  untrue ;  but,  on  the  other 
hand,  it  does  not  as  a  rule  increase  the  deleterious  effects,  and  the 
degree  of  coryza  produced  by  a  5-grain  dose  will  not  be  made 
appreciably  worse  by  a  i-dram  dose.  Where  desired  and  where 
the  patient  is  under  observation,  the  amount  may  be  increased 
to  a  dram  three  times  a  day. 

Because  of  these  various  disabilities,  innumerable  iodine 
substitutes  have  been  put  on  the  market.  It  is  true  that  the 
skin  rashes  and  the  coryza  are  much  less  marked  where  these 
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products  are  used  instead  of  potassium  iodide ;  but  their 
therapeutic  effect  is  not  so  rapid,  and,  speaking  generally,  most 
authorities  who  wish  to  give  some  form  of  iodide  treatment 
still  adhere  to  the  potassium  salt.  Of  these  products,  the 
following,  however,  should  be  mentioned : 

1.  lodipin. — This  preparation  is  a  solution  of  metallic  iodine 
in  oil  of  sesame,  the  more  usual  strength  being  the  25  per  cent. 
It  is  best  given  by  injection  subcutaneously  into  the  buttock, 
not  intramuscularly,  as  a  large  amount  of  fluid  is  injected  at 
one  time.     Some  years  ago  it  had  a  great  vogue  at  Aachen,  and 
was  usually  given  at  the  end  of  a  course  of  inunctions.     In  some 
cases,  where  the  treatment  was  pressed  too  far,  atrophy  of  the 
gluteal  .muscles  took  place.     It  is,  however,  generally  considered 
safe  to  inject  10  or  15  c.c.  twice  weekly  for  three  weeks.     It  may 
also  be  given  by  the  mouth  in  the  form  of  capsules,  but  with 
modern  treatment  it  is  seldom  that  this  drug  is  called  for. 

2.  lodoglidine. — This  is  a  combination  of  iodine  with  glidine 
(pure  wheat  protein).      It  is  given  in  tablets  containing  £  of  a 
grain  of  iodine  three  times  daily.     It  is  a  very  non- toxic  prepara- 
tion and  does  not  upset  the  digestive  organs. 

3.  Sajodin   (calcium-mono-iodobehenate)    is    a   powder,    and 
is  given  in  doses  from  5  to  15  grains.     At  one  time  this  was 
used  extensively,  and  it  is  true  that  very  few  cases  of  coryza 
occurred  during  its  administration. 

4.  lodalbin  also  deserves  mention.      The  dosage  is  5  grains 
three  times  a  day. 

Sulphur  and  Sulphur  Waters 

Sulphur  itself  is  used  occasionally  in  syphilis  as  a  dressing 
for  ulcerations  of  the  phagedaenic  type,  and  has  been  mentioned 
already  under  that  heading.  Of  the  sulphur  waters,  those  of 
Harrogate  in  this  country,  Challes,  Uriage,  and  Aix-les- Bains 
in  France,  Aachen  and  Wiesbaden  in  Germany,  are  the  best 
known.  Their  action,  both  externally  and  internally,  in  enabling 
the  patient  to  stand  intensive  mercurial  treatment  and  to  prepare 
the  skin  for  inunction,  has  already  been  mentioned.  But  in 
addition  some  authorities  claim  that  sulphur  is  useful  in  the  same 
manner  as  potassium  iodide  in  freeing  the  mercury  fixed  in  the 
tissues;  it  is  suggested  that  a  sulpho-albuminate  is  formed 
which  is  more  soluble.  The  explanation,  however,  is  doubtful, 
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although  occasionally  surprising  results  may  show  themselves. 
In  the  pre-salvarsan  days  Professor  Gaucher  advocated  the  use 
of  these  waters  in  cases  which  had  resisted  treatment  by  mercurial 
injection,  more  especially  late  manifestations  on  the  tongue. 
I  saw  a  case  at  his  clinic  which  had  resisted  twenty-five  injections 
of  the  benzoate,  but  began  to  resolve  as  soon  as  Challes  water 
was  given  by  the  mouth. 


Intramine 

Intramine  is  chemically  di-ortho-amino-thio-benzene.  Its 
use  has  been  advocated  by  McDonagh  of  recent  years,  not  only 
for  the  purpose  of  killing  the  parasite,  but  also  to  enable  the 
patient  to  withstand  active  combined  treatment  with  salvarsan 
and  mercury,  and  to  counteract  toxic  effects  when  they  have 
occurred.  It  is  impossible  here  to  go  into  all  the  intricate 
points  which  have  been  under  discussion  recently.  It  will 
suffice  to  point  out  that  intramine  is  said  to  work  as  a  reducing 
agent,  whereas  mercury  and  salvarsan  are  described  as  oxidizing 
agents.  In  my  experience,  intramine  is  a  useful  auxiliary 
treatment  in  cases  where  patients  are  unusually  susceptible 
to  the  action  of  mercury  and  salvarsan.  That  is  to  say,  they 
appear  to  stand  the  combined  treatment  better  with  its  help, 
and  in  some  cases  of  mercurial  stomatitis  with  nausea  and 
vomiting  due  to  salvarsan  these  symptoms  have  been  relieved 
by  intramine,  thereby  enabling  the  physician  to  continue  the 
treatment  which  he  would  otherwise  have  had  to  curtail. 
As  to  the  effect  of  intramine  where  serious  intoxication  with 
the  salvarsan  group  has  already  taken  place,  I  think  the  results 
are  indefinite,  and  in  some  cases  it  appears  to  aggravate  the 
symptoms.  It  is  given  intravenously,  intramuscularly,  and 
by  the  mouth,  the  most  usual  method  being  the  intramuscular. 
Two  solutions  are  mixed  in  the  proportion  of  I  part  of  No.  i  with 
2  parts  of  No.  2,  immediately  before  giving  the  injection.  The 
resulting  emulsion  contains  I'O  per  cent,  of  intramine,  and  may 
be  given  in  doses  of  from  I'O  to  5-0  c.c.,  the  usual  dose  being 
3'O  c.c.  once  a  week,  or  oftener  if  desired.  It  is  injected  into 
the  gluteal  muscles  in  the  usual  manner.  It  is  followed  by  a 
certain  amount  of  pain,  but  not  more  so  than  many  of  the 
mercurial  preparations. 
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Strychnine  and  Iron  Tonics 

The  importance  of  stimulating  the  patient  in  the  intervals 
between  the  courses  of  anti- syphilitic  treatment  has  already 
been  mentioned.  In  addition  to  that  given  in  the  scheme, 
the  following  prescriptions  will  be  found  of  use  : 

Ferri  aluminatis           .         .         .  .  gr.   i 

Liquor,  strychninae  hydrochloridi  .  m.   3 

Acidi  sulphurici  diluti           .          .  .  m.  10 

Syrupi  limonis    .         .         .         .  .  dr.  i 

Aquam  dest.  ad           .         .         .  .  i    oz. 

or  in  older  patients  phosphoric  acid  will  be  of  use,  as  follows  : 

Tincturae  nucis  vom.    .          .          .  .   gr.   5 

Aeidi  phosphorici  diluti        .          .  .  m.  15 

Tincturae  cardomomi  composites   .  .  £   dr. 

Aquam  chloroformi  ad         .         .  .   i    oz. 


CHAPTER    XII 
HEREDITARY    SYPHILIS 

SYPHILIS  is  the  best  example  in  medicine  of  a  truly  hereditary 
disease.  In  other  infective  diseases  a  diminished  resistance 
to  the  micro-organism  may  be  handed  down  from  the  parent 
to  the  child  ;  in  syphilis,  on  the  contrary,  the  actual  organism 
is  conveyed  either  from  the  father,  mother,  or  both,  to  the  foetus 
and  can  be  found  in  large  numbers  in  certain  organs  in  children 
who  die  of  this  disease. 

Some  authors  differentiate  between  the  terms  "  hereditary 
syphilis"  and  "congenital  syphilis."  The  latter  includes  all 
forms  of  infection  of  the  child  by  the  parents,  including  the 
case  of  the  mother  who  contracts  the  disease  after  the  beginning 
of  pregnancy,  and  has  what  is  called  "  post-conceptional " 
syphilis.  The  use  of  the  term  "  hereditary  syphilis  "  has  been 
confined  to  cases  of  transmission  of  the  infection  through  the 
spermatozoa  to  the  ovum,  or  to  cases  where  the  ovum  itself 
is  infected  by  the  mother,  that  is  to  say,  excluding  post- 
conceptional  syphilis.  Nowadays,  however,  the  terms  are 
generally  used  more  loosely  and  are  practically  synonymous, 
and  as  long  as  one  recognises  that  a  mother  who  was  free  from 
taint  at  the  time  of  conception,  and  who  subsequently  becomes 
infected  with  syphilis  during  pregnancy,  can  transmit  the  disease 
through  the  placenta  to  the  fcetus,  it  is  not  of  great  importance 
to  distinguish  between  the  two  terms.  The  results  of  the  two 
processes  are  not  quite  the  same,  and  it  is  obvious  that  in  a  case 
where  the  ovum  is  infected  from  the  beginning,  death  of  the 
fcetus  and  consequent  abortion  are  more  likely  to  occur  ;  further, 
the  later  the  date  of  the  infection  of  the  mother  in  post-con- 
ceptional syphilis  the  less  likely  the  child  is  to  be  attacked  with 
the  disease ;  indeed,  in  some  cases  where  the  mother  is  only 
infected  during  the  last  three  months  of  pregnancy  the  child 
may  escape  altogether. 

The  effects  of  the  disease,  therefore,  upon  the  continuance 
10  J45 
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of  the  human  species  are  seen  to  start  quite  early  in  the  process 
of  reproduction.  Syphilis  may  entirely  prevent  pregnancy 
occurring,  or  it  may  cause  abortion,  either  early  or  late ;  or  it 
may  result  in  a  still-birth,  or  the  birth  of  a  child  suffering  from 
active  syphilis,  the  lesions  either  being  present  at  birth  or,  as 
is  more  common,  appearing  a  few  weeks  afterwards  and  causing 
the  child  to  waste  and  die,  although  at  birth  it  may  have  appeared 
perfectly  healthy.  Again,  a  child  may  show  active  syphilis 
and  yet  live,  or  the  child  may  be  born  apparently  healthy  and 
show  little  sign  of  the  disease  until  the  approach  of  adult  life, 
when  serious  lesions  make  their  appearance  (Heredo- syphilis 
tar  dive  of  Edmond  Fournier)  ;  or  there  may  be  little  or  no  signs 
of  active  disease,  but  the  evidence  of  its  transmission  may  be 
confined  to  certain  mal- developments  and  dystrophies.  Further, 
the  disease  may  be  conveyed  through  the  congenitally  infected 
patient  to  the  grandchild  of  the  person  who  originally  con- 
tracted it. 

Where  the  father  alone  is  infected,  and  the  infection  is 
conveyed  with  the  spermatozoa,  the  term  "  paternal  trans- 
mission "  has  been  applied.  When  the  infection  is  conveyed 
by  the  mother  only,  either  through  an  infected  ovum  or  later 
by  means  of  the  placenta,  "  maternal  transmission  "  is  spoken 
of ;  where  both  parents  are  suffering  from  syphilis  at  the  time 
of  conception,  "  mixed  transmission  "  is  said  to  occur.  From 
the  point  of  view  of  the  child,  the  probability  of  infection  increases 
in  this  order.  That  is  to  say,  where  the  father  alone  suffers, 
the  foetus  has  the  best  chance  of  escape.  Fournier  puts  the 
percentage  of  infections  from  paternal  transmission  at  37  per 
cent.  Maternal  transmission  is,  however,  much  more  dangerous 
to  the  foetus,  as  one  would  expect,  84  per  cent,  of  pregnancies 
in  women  suffering  from  active  syphilis  resulting  in  contaminated 
progeny.  Where  both  parents  are  infected,  the  chance  of  escape 
is  very  small ;  Fournier  gives  the  mixed  transmission  cases 
as  92  per  cent.  It  must  be  understood  that  these  figures  refer 
to  untreated  cases,  and  that  the  benefit  derived  from  modern 
methods  frequently  results  in  pregnancy  continuing  to  full 
term  and  the  production  of  a  healthy  child,  although  the 
mother  may  show  adequate  clinical  evidence  of  the  disease 
at  the  beginning  of  the  treatment. 

To  consider  these  three  methods  of  infection  in  detail : 
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Paternal  Transmission 

Although  it  is  generally  recognised  that  the  semen  carries 
the  infection  from  the  father  to  the  ovum,  it  is  improbable  that 
the  spermatozoa,  owing  to  their  small  size,  are  the  actual  carriers 
of  the  treponema,  and  the  organisms  are  probably  contained 
in  the  other  constituents  of  the  semen. 

The  evidence  in  favour  of  sperm  infection  is  as  follows  : 

1.  The  treponema  has  been  found  in  the  testicles  and  seminal 
fluid  both  in  human  beings  and  in  infected  apes. 

2.  Monkeys  have  been  experimentally  inoculated  with  human 
semen  and  positive  results  obtained. 

3.  Women  frequently  become  infected  with  a  vulval  chancre 
by  men  who  have  no  primary  or  secondary  lesion  on  the  genital 
organs. 

4.  Many  cases  have  occurred  where  the  mother  has  had  a 
series  of  miscarriages  or  still-born  children,   showing  evidence 
of  syphilis,  and  then  borne  healthy  children  after  the  treatment 
of  the  father  alone.      In  connection  with   this  it  should   not 
be  forgotten  that  the  lapse  of  time  alone  may  account  for  the 
diminished  virulence  of    the  disease  and  the  subsequent  birth 
of  healthy  children. 

It  has  been  suggested  that  the  foetus  may  be  infected  by 
the  semen  and  in  turn  infect  the  mother  who  was  previously 
healthy  ("  conceptional  syphilis").  There  is  a  certain  amount 
of  evidence  to  support  this,  but  in  all  probability  this  mode 
of  infection,  if  it  does  occur,  is  extremely  rare.  *  Some  authorities, 
indeed,  deny  sperm  infection  altogether — that  is  to  say,  the 
conveyance  of  the  disease  from  the  father  to  the  ovum  without 
infection  of  the  mother — and  they  believe  that  the  mother  is 
invariably  infected  first,  and  in  turn  contaminates  the  foetus. 
They  hold  that  those  cases  in  which  no  signs  of  syphilis  are 
observed  in  the  mother,  while  the  offspring  is  definitely  syphilitic, 
are  not  cases  of  sperm  infection  alone,  but  that  the  mother  has 
latent  syphilis  all  the  while. 

In  view  of  the  large  number  of  cases  which  have  been  watched 
over  a  considerable  time,  the  general  opinion  is  that  this  theory 
does  not  hold  water.  On  the  other  hand,  the  foetus,  by  means 
of  its  close  connection  with  the  mother  through  the  placenta, 
may  be  supposed  to  induce  in  her  an  immunity  against  the  disease, 
which  lasts  over  a  very  considerable  period. 
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Colles's  Law. — According  to  Colles,  the  mother  of  a  syphilitic 
infant  procreated  by  a  syphilitic  father,  but  who  showed  no 
signs  of  syphilis  herself,  is  immune  against  the  disease  and  can 
suckle  her  child  with  safety  ;  whereas  a  healthy  wet-nurse 
suckling  a  syphilitic  child  is  liable  to  become  infected  through 
cracks  in  the  nipples  when  the  child  has  mucous  plaques  or 
other  active  lesions  in  the  mouth.  These  cases  are  undoubted 
and  far  too  numerous  to  be  explained  by  the  suggestion  given 
above,  that  syphilis  is  simply  latent  in  the  mother  ;  it  is  almost 
inconceivable  that  in  so  many  cases  the  disease  should  have 
escaped  the  observation  of  the  physician.  The  fact  that  the 
mother  will  almost  invariably  give  a  positive  Wassermann 
reaction  has  no  real  bearing  on  the  point  under  discussion, 
as  the  connection  between  the  Wassermann  reaction  and 
immunity,  if  any,  is,  in  the  present  state  of  our  knowledge,  very 
indefinite.  It  is  probable,  therefore,  that  Colles's  law  still  stands, 
although  it  is  of  little  practical  importance.  What  is  of 
importance  is  that  under  no  circumstances  should  anyone  else 
but  the  mother  of  a  syphilitic  infant  be  allowed  to  suckle  the 
child. 

Prof  eta's  Law. — This  law  is  practically  the  opposite  of  Colles's, 
and  states  that  an  apparently  healthy  child  born  of  syphilitic 
parents  can  be  suckled  by  the  mother  without  risk  of  the  child 
becoming  contaminated,  even  though  the  mother  may  have 
active  syphilis  at  the  time.  One  presumes  that  this  is  meant 
to  cover  those  cases  of  post-conceptional  syphilis  where  the 
mother  has  become  infected  towards  the  latter  end  of  her 
pregnancy,  and  in  which  the  child  has  escaped  infection  through 
the  placenta,  but  has  acquired  a  certain  amount  of  immunity 
through  its  close  relation  with  the  mother.  This  is  a  very  much 
more  doubtful  theory,  as  it  is  impossible  to  say  of  a  young  infant 
whether  it  is  going  to  develop  active  syphilis  in  the  future  or  not, 
however  healthy  it  may  look.  Moreover,  there  are  undoubted 
cases  of  children  who  show  definite  stigmata  of  congenital 
syphilis  becoming  infected  with  a  primary  sore  in  the  ordinary 
way,  either  late  in  puberty  or  early  adult  life  ("  binary  syphilis  "). 
At  the  same  time  it  must  be  admitted  that  in  these  cases  the 
resulting  disease  is  benign  in  type,  showing  attenuated  lesions 
like  the  second  chancre  in  auto-inoculated  primary  sores 
mentioned  above.  - 
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Maternal  Transmission 

We  have  seen,  from  the  discussion  above,  that  it  is  prob- 
able   that    both   the   toxins    and   antitoxins    of   syphilis   may 
pass    from    the    mother    to    the    infant    through    the    placenta 
and   vice   versa.     A   woman   who   is   pregnant  first   and   then 
acquires    syphilis    is    less    likely    to    have    an    abortion    than 
one    who    is    syphilitic    and    then   becomes  pregnant.     In  the 
majority  of    cases  which  come  under    the  observation  of    the 
physician  the  mother  is  infected  in  the  first  place  by  the  father 
or  someone  else,  and  the  actual  organisms  pass  from  her  to  the 
ovum   or  foetus ;    when,   supposing  she  is  left  untreated,   the 
probable  course  of   events  will  be  as  follows :    She  may  have 
two,  three,  or  more  successive  miscarriages   at   different  stages 
of  pregnancy ;    then  one  or  two  children  may  be  born  dead ; 
subsequently  children  may  be   born    alive  but    suffering  from 
active   syphilis,   and   die   after   a   few  weeks.     Later,  if  other 
pregnancies   occur,   the   children   may  live,   but   show  definite 
characteristic  signs  of  congenital  syphilis;  and,  last  of  all,  as 
the  virulence  of  the  disease  slowly  dies  out  in  the  mother,  she 
may  even  have  a  perfectly  healthy  child.     This  series  of  events, 
known  as  "  Diday's  law  of  decrease,"  is  very  much  modified 
by  active  treatment  of  the  mother,   and  it  is  quite  common 
nowadays  to  see  a  healthy  child  born  of  a  woman  who  at  the 
beginning  of  pregnancy  was  suffering  from  recently  acquired 
and  active  syphilis. 

Mixed  Transmission 

The  same  phenomena  mentioned  under  the  two  above 
headings  naturally  apply  here,  only  to  a  more  marked  degree, 
as  has  been  shown  by  Fournier's  figures. 

The  maximum  effect  of  hereditary  influence  is  seen  in  the 
first  year  of  the  parental  disease,  and  gradually  decreases  as 
time  goes  on,  whether  assisted  by  treatment  or  not.  It  is  quite  , 
impossible  to  fix  a  time-limit  in  an  untreated  case  and  say  at 
what  date  a  parent  will  be  incapable  of  transmitting  the  disease 
to  his  or  her  descendant.  Fournier  quotes  one  case  as  late 
as  the  eighteenth  year  after  the  infection  of  the  parent.  Occasion- 
ally a  relapse  in  the  parental  influence  is  seen,  and  after  a  series 
of  miscarriages  a  healthy  child  may  be  born,  yet  be  followed 
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by  a  further  series  of  contaminated  children.  This  may  be 
explained  as  being  due  either  to  the  effect  of  treatment  which 
was  neglected  later,  or  to  the  interposition  of  a  different  and 
healthy  father  in  the  middle  of  the  series.  There  is  no  direct 
relation  between  the  virulence  of  the  disease  in  the  parents 
and  in  the  progeny.  That  is  to  say,  a  parent  may  suffer  from 
a  benign  type  of  the  disease,  while  the  results  in  his  or  her 
descendants  may  be  disastrous. 

CLINICAL  SYMPTOMS  OF  CONGENITAL  SYPHILIS 

If  the  foetus  be  stillborn  on  account  of  syphilitic  infection,  it 
is,  as  a  rule,  shrivelled  and  the  epidermis  is  macerated  and  peeling 
off  in  places ;  or  peculiar  monstrosities,  such  as  hydrocephalus 
or  other  deformities,  may  be  present.  Open  ulcerations  may 
show  themselves  anywhere  on  the  body,  but  more  particularly 
on  the  head  and  around  the  buttocks ;  the  placenta  also  may 
show  signs  of  disease.  The  physician  cannot  be  too  careful 
in  protecting  himself  when  he  is  attending  any  case  of  labour 
in  a  woman  who  gives  any  history  or  shows  any  signs  of  syphilis. 
Rubber  gloves  should  be  worn  while  making  any  examination 
before  the  birth  or  in  handling  the  child  afterwards. 

If  the  child  is  born  alive  with  active  syphilitic  lesions  present, 
they  are  generally  so  characteristic  as  to  be  unmistakable. 
Moreover,  the  numerous  septic  infections  of  the  skin,  which 
may  cause  difficulty  in  diagnosis  later  on,  cannot,  from  the  nature 
of  the  case,  be  present  at  birth.  The  infant  is  usually  emaciated, 
the  skin  wrinkled,  and  dusky  gray  in  appearance,  emitting  a 
characteristic  and  foul  smell.  The  face  is  usually  shrivelled 
like  that  of  a  monkey  or  old  man  ;  on  the  palms  and  soles  small 
blebs  varying  from  the  size  of  a  threepenny-piece  to  that  of  a 
shilling  are  not  infrequently  present ;  this  is  known  as  syphilitic 
pemphigus,  and  is  one  of  the  forms  of  "  pemphigus  neonatorum." 
The  blebs  may  spread  up  the  limbs  on  to  the  trunk,  but  if  present 
at  all  they  are  usually  most  marked  on  the  palms  and  soles. 
Individually,  they  are  situated  on  a  brownish  or  reddish  base, 
and  are  sometimes  described  as  being  surrounded  by  a  brown 
halo.  They  may  be  firm  and  tense  on  their  first  appearance, 
and  later  become  flaccid,  containing  semi- purulent  or  haemorrhagic 
serum ;  in  the  course  of  a  few  days  they  dry  up  and  become 
replaced  by  a  brownish  crust.  Where  the  bullae  have  ruptured 
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or  the  crusts  have  become  detached,  a  reddish-brown  raw  surface 
is  left.  Occasionally  the  process  does  not  go  as  far  as  the 
formation  of  bullae,  and  simply  shows  red  or  coppery  macules 
over  which  the  epidermis  is  peeling  off  in  flakes.  It  is  not 
uncommon  for  the  nail-beds  to  become  infected,  leading  to  the 
shedding  of  the  nails.  In  such  cases  the  infant  usually  dies 
in  a  few  days  or  weeks,  and  a  post-mortem  examination  reveals 
a  widely  spread  involvement  of  the  viscera  with  large  numbers 
of  syphilitic  organisms  in  the  liver,  suprarenal  glands,  spleen, 
lungs,  kidneys,  blood,  and  brain. 

By  far  the  most  common  combination  of  phenomena  connected 
with  congenital  syphilis  as  one  meets  it  in  the  out-patient 
department  or  in  general  practice  is  as  follows :  The  child 
is  born  at  full  term  and  appears  perfectly  healthy,  well  nourished, 
and  up  to  average  weight.  A  few  weeks  after  birth,  as  a  rule 
between  three  and  six  weeks,  the  symptoms  begin  to  show 
themselves.  Usually  the  first  indication  in  such  cases  is  wasting  ; 
the  infant  begins  to  lose  ground,  takes  its  food  badly,  becomes 
peevish  and  restless ;  this  continues  until  the  emaciation  is 
more  or  less  marked.  In  association  with  the  general  wasting 
certain  other  characteristic  signs  show  themselves.  One  of 
the  most  constant  is  rhinitis,  which  is  responsible  for  the 
"  snuffles  "  so  commonly  met  with  in  syphilitic  infants  ;  where 
this  is  severe  it  may  obstruct  the  breathing,  cause  difficulty  in 
suckling,  -and  may  even  necessitate  spoon  feeding.  It  is  due 
to  a  general  erythema  of  the  naso-pharynx,  together  with  a 
certain  number  of  moist  lesions  of  the  shallow  mucous  plaque 
type.  It  may  spread  down  the  trachea,  causing  a  bronchitis 
and  eventually  pneumonia ;  or,  on  the  other  hand,  the  syphilitic 
"white  pneumonia"  may  make  its  appearance  independently. 
When  the  larynx  is  affected,  a  harsh,  strident  cry,  which  is  one 
of  the  characteristics  of  the  syphilitic  infant,  may  be  noticed. 
The  most  important  signs — which  appear  on  the  skin — consist  of 
macules  and  papules  varying  in  size  from  that  of  a  lentil  to  a 
sixpence  or  more  in  diameter,  and  are  practically  identical  in 
colour  with  the  early  secondary  rash  seen  in  acquired  syphilis 
in  the  adult,  although  occasionally  they  are  rosy-pink  in  hue 
before  they  assume  the  well-known  coppery  tint.  Pressure 
with  the  diascope  leaves  the  same  brownish-yellow  stain.  As 
in  acquired  syphilis,  they  may  either  remain  discrete  or  coalesce 
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to  form  more  or  less  extensive  raised  areas.  They  may  also 
arrange  thenselves  in  circles  and  gyrate  figures.  They  are 
situated  chiefly  around  the  mouth,  on  the  forehead,  buttocks, 
and  on  the  palms  and  soles,  but  occasionally  they  may  be  widely 
distributed  over  the  trunk  and  limbs.  In  association  with  the 
papules  there  are  other  characteristic  lesions,  consisting  of  cracks 
and  rhagades  around  the  mouth  and  anus.  These  in  due  course 
become  infected  with  pyogenic  micro-organisms,  and,  owing 
to  the  constant  movement,  they  cause  considerable  distress 
in  suckling  and  in  passing  motions.  When  they  heal,  they  leave 
radiating  white  scars,  which  may  be  sometimes  seen,  even  in 
adult  life,  around  the  angles  of  the  mouth. 

The  bullous  syphilide  described  above  may  be  seenHn  these 
later  cases  also.  It  is  usually  a  sign  of  the  severity  of  the  disease, 
and  signifies  a  probable  fatal  prognosis.  Less  commonly  ulcer- 
ative  syphilides  make  their  appearance ;  they  are  not,  as  a 
rule,  so  free  from  secondary  contamination  as  similar  lesions, 
such  as  rupia,  in  acquired  syphilis  in  the  adult.  So  much  so, 
that  some  authors  have  ascribed  them  to  septic  contamination 
rather  than  to  syphilis. 

Gummatous  syphilides  occur  late  in  hereditary  syphilis, 
breaking  down  and  causing  ulcers  which  may  resemble  those 
of  lupus.  They  appear  most  commonly  on  the  face  and  lower 
limbs. 

Differential  Diagnosis. — When  these  syphilitic  eruptions  do 
not  appear  until  some  time  after  birth,  the  differential  diagnosis 
is  rendered  more  difficult,  and  many  cases  are  in  consequence 
wrongly  diagnosed.  The  more  usual  fault  is  to  ascribe  to  syphilis 
the  simple  erythemas  and  septic  rashes  of  infancy  rather  than 
the  converse.  Speaking  generally,  if  the  physician  has  any 
doubt  in  his  own  mind  about  a  case,  it  will  usually  prove  to  be 
of  non- syphilitic  origin.  Polymorphism  is  again  helpful,  as  in 
acquired  syphilis,  and  the  Wassermann  reaction,  both  in  the  parent 
and  child,  should  always  be  taken  in  case  of  doubt.  The 
distinction  must  be  made  between  congenital  syphilis  and  the 
following  : 

i.  Infantile  Eczema. — The  lesions  of  infantile  eczema  are  not 
raised  above  the  surface  ;  the  margin  is  ill- defined,  and  the  colour 
is  bright  pink  and  red  rather  than  coppery.  If  the  eruption 
is  examined  in  detail  with  a  magnifying  glass,  it  will  be  seen 
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that  the  areas  affected  with  infantile  eczema  are  made  up  by 
the  coalescence  of  minute  papulo- vesicles  which  go  on  to  weeping 
and  are  invariably  itchy  ;  while  the  congenital  syphilide  is  much 
more  clearly  defined,  usually  shows  some  raised  elements  some- 
where, does  not  itch,  and  has  the  characteristic  hue.  Both 
diseases  are  commonly  seen  on  the  face. 

2.  Bullous  Eruptions. — The  bullous  syphilide  must  be 
distinguished  from  the  streptococcal  pemphigus  of  the  new- 
born which  used  to  be  so  common  in  lying-in  institutions  and 
is  now  rarely  seen.  The  term  "  pemphigus  neonatorum," 
unfortunately,  has  been  used  loosely  to  designate  both  the 
syphilitic  and  the  streptococcal  variety ;  its  use  should  be 
confined  only  to  the  epidemic  streptococcal  infection.  The 
syphilide  appears,  as  mentioned  above,  on  the  palms  and  soles, 
spreading  thence  up  the  limbs  to  the  trunk.  The  streptococcal 
infection,  on  the  other  hand,  is  usually  started  in  the  first  place 
by  contamination  of  the  umbilical  cord,  either  from  the  dirty 
fingers  of  the  midwife  or  the  use  of  a  non- sterile  ligature.  It 
consequently  spreads  from  the  umbilicus  to  other  parts  of  the 
body.  The  bullae  themselves  are  similar,  except  that  there 
is  no  brown  halo  in  the  streptococcal  variety.  The  septic 
pemphigus  usually  makes  its  appearance  on  the  third  day  after 
birth  and  spreads  rapidly,  so  that  if  the  child  is  born  with  bullae 
present  on  the  skin,  the  diagnosis  is  in  favour  of  syphilis.  In 
cases  of  difficulty  the  doubt  can  be  removed  by  examining  the 
contents  of  the  blebs.  The  syphilitic  lesion  is  sterile  to  culture, 
but  on  gently  scraping  the  base  and  examining  the  exuded 
serum  with  the  ultra-microscope,  the  Treponema  pallidum  can 
be  easily  demonstrated.  The  serum  of  the  epidemic  pemphigus, 
on  the  other  hand,  shows  the  characteristic  chains  of  streptococci, 
either  on  immediate  microscopical  examination  or  in  culture 
in  broth  within  twenty- four  hours. 

Another  form  of  infantile  pemphigus  which  deserves  mention 
in  this  connection  is  Epidermolysis  bullosa.  There  is  seldom 
any  difficulty  in  establishing  the  diagnosis.  Confusion  is  one 
of  nomenclature  rather  than  fact.  As  this  condition  runs  in 
families,  it  has  been  called  alternatively  "  hereditary 
pemphigus"  ;  it  has,  however,  nothing  to  do  with  either  syphilis 
or  the  streptococcal  variety.  It  consists  in  a  want  of  continuity 
in  the  layers  of  the  epidermis,  so  that  on  the  very  slightest 
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injury  serum  is  exuded  and  a  bleb  formed.  As  one  would  expect, 
the  blebs  occur  in  parts  which  are  most  liable  to  be  knocked, 
such  as  the  extensor  surfaces  over  joints  like  the  knuckles,  elbows, 
and  knees.  There  is  nearly  always  a  history  of  other  members 
of  the  family  being  similarly  afflicted,  and  the  differential 
diagnosis  is  easy. 

3.  Various  septic  eruptions  occur  commonly   in   the   neigh- 
bourhood of  the  buttocks  in  infants.     In  some  cases  they  start 
as  simple  erythemas  or  intertrigos  from  rubbing  with  wet  napkins 
and  general  want  of  cleanliness.     If  not  septic  in  the  first  place, 
they  very  rapidly  become  so,   and  manifest  various  forms  of 
dermatitis   more   or   less   closely   resembling   the    eruptions    of 
congenital  syphilis,  which  also  has  a  predilection  for  the  napkin 
area.     These,    when    due    to    streptococci,    show    the    ordinary 
yellow  crusts  of  Impetigo  contagiosa  in  addition  to  red  surfaces 
interlined  with   painful  cracks   in  the    cutaneous   folds;    occa- 
sionally flaccid  vesicles,   as  described  above  under  Pemphigus 
neonatorum,  are  mixed  with  the  other  elements.    .If  these  cases 
are  carefully  examined,   there  is  seldom  any  serious  difficulty 
in  making  the  diagnosis.     The  syphilide  is  more  brownish  in 
tinge,  less  acutely  inflamed,  and  less  painful.     The  absence  of 
other  evidences  of  syphilis,  such  as  snuffles  and  lesions  around 
the  mouth,  will  help. 

More  rarely  the  condition  which  is  known  as  "  vacciniform 
dermatitis  "  is  met  with  on  the  buttocks.  The  lesions  begin 
as  vesicles  on  a  bright  pink  base,  eventually  becoming  transformed 
into  clearly  defined  shallow  ulcers  or  excoriations  covered  with 
a  yellowish  or  blackish  scab  ;  this  is  probably  a  variety  of  septic 
dermatitis.  The  same  points  of  differential  diagnosis  apply 
as  in  ordinary  impetigo. 

4.  Simple  Toxic  Erythemas. — These  also  occur  in  the  napkin 
region,  sometimes  down  the  thighs  to  the  legs  and  upwards  over 
the  lower  part  of  the  back.    They  appear  to  be  of  a  toxic  nature, 
probably   due   to    absorption   from   the   intestinal   tract.     The 
areas  affected  are  a  dull  shiny  red  in  colour,  but  have  not  the 
coppery   hue    peculiar    to    the    syphilides.     Small    superficial 
ulcerations  may  make   their   appearance,    but   they   are   quite 
unlike  the  deep  punched- out  lesions  of  syphilis. 

5.  SeborrtuBie  Dermatitis. — This   condition  occurs  as  pinkish 
patches  with  ill- defined  edges,  covered  with  greasy  yellow  scales 
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which  tend  to  coalesce  in  the  form  of  large  sheets,  not  infrequently 
on  the  lower  part  of  the  abdomen  and  upper  part  of  the  thighs. 
There  are  nearly  always  similar  scaly  patches  on  the  face  and 
greasy  adherent  scurf  on  the  scalp.  Like  the  infantile  eczema 
with  which  it  is  often  mixed,  it  is  brighter  in  colour  than  the 
syphilide,  moist  in  the  flexures,  and  tends  to  itch.  In  all  cases 
of  difficulty  in  connection  with  these  numerous  skin  eruptions 
affecting  the  napkin  area,  the  Wassermann  reaction  should  be 
taken ;  but  it  is  usually  more  satisfactory  to  take  the  mother's 
blood  rather  than,  or  as  well  as,  that  of  the  infant. 

6.  It  is  sometimes  of  importance,  from  a  medico-legal  point 
of  view,  to  differentiate  between  congenital  syphilis  and  syphilis 
acquired  in  infancy.  The  latter  is  by  no  means  so  uncommon 
as  is  generally  supposed.  Infection  of  the  infant  during 
parturition  from  a  primary  sore  on  the  mother's  genitals  is 
extremely  rare,  if  indeed  it  ever  occurs,  as  the  vernix  caseosa 
forms  a  fairly  good  protective  covering.  Moreover,  it  could  only 
take  place  in  those  cases  where  tlje  mother  is  infected  so  late 
in  pregnancy  that  the  foetus  escapes  not  only  actual  infection 
with  the  disease,  but  any  immunity,  slight  or  otherwise,  from  the 
passage  of  the  syphilo- toxins  through  the  placenta,  and  yet  a 
sufficient  time  must  elapse  to  allow  for  the  formation  of  a  primary 
sore  before  parturition  takes  place.  The  more  usual  method 
of  infection  is  from  parents,  nurses,  and  friends  kissing  and 
fondling  the  infant  or  young  child.  In  the  old  days  when 
direct  vaccination  was  employed  from  child  to  child  it  was 
occasionally  met  with,  a  primary  sore  being  formed  on  the  site 
of  vaccination. 

The  differential  diagnosis  is  by  no  means  always  easy.  The 
chancre  is  often  small  in  infants  and  passes  unnoticed,  and  the 
same  may  apply  to  the  early  secondary  lesions.  By  the  time 
the  later  lesions,  such  as  gummas,  make  their  appearance,  it 
is  quite  impossible  to  say  whether  they  are  consequent  on  a 
hereditary  or  an  acquired  affection.  The  physician  must  rely 
chiefly  on  the  other  characteristic  concomitant  signs  where 
there  is  no  evidence  of  a  primary  sore.  In  acquired  infantile 
syphilis,  various  bone  deformities,  such  as  Parrot's  nodes,  sunken 
nose  with  a  concave  type  of  face,  epiphysitis,  are  not  present. 
Rhagades  around  the  mouth,  bullae  on  the  palms  and  soles,  and 
snuffles  are  never  the  important  conspicuous  lesions  they  are 
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in  the  congenital  variety.  Again,  in  an  older  child  the  physician, 
if  he  cannot  find  traces  of  a  primary  sore,  will  often  be  assisted 
by  the  type  of  lesion  present.  For  example,  if  an  early  secondary 
eruption  is  seen  in  a  child  some  years  old,  it  is  obviously  in  favour 
of  the  disease  being  recently  acquired.  In  older  patients  still 
the  absence  of  Hutchinson's  teeth  or  other  dental  deformities 
would  be  of  importance. 

AFFECTIONS  OF  THE  EYES  IN  CONGENITAL  SYPHILIS 

Congenital  syphilis  may  affect  the  eye  and  the  nerves  supplying 
the  muscles  of  the  eyeball  at  any  stage  of  life,  both  ante-natal 
and  through  childhood  up  to  middle  age.  The  dystrophies  in 
the  early  stage  of  the  foetus  produce  various  deformities,  such 
as  adherent  eyelids;  but  the  most  characteristic  manifestations 
which  assist  in  the  diagnosis  of  a  case  of  congenital  syphilis 
occur  during  childhood.  Of  these,  the  most  important  are  : 

i.  Interstitial  Keratitis 

This  begins  insidiously,  very  often  about  the  age  of  four  or 
five,  but  it  may  make  its  appearance  at  an  earlier  or  later  age. 
In  the  early  stages  the  patient  complains  of  very  little  beyond 
a  slight  dimness  of  vision,  but  on  examination  a  faint  general 
opacity  may  be  noticed  with  minute  punctate  gray  points 
scattered  about  in  the  substance  of  the  cornea.  The  condition 
may  remain  like  this  for  some  weeks  and  then  the  pericorneal 
vessels  become  injected  ;  the  patient  suffers  from  photophobia, 
and  complains  of  a  certain  amount  of  pain,  which  varies  in 
individuals.  Shallow  erosions  may  be  seen  at  this  period  on  the 
surface  of  the  cornea,  and  these  ulcerations  appear  to  bring 
minute  blood-vessels  with  them  from  the  periphery,  so  that  a 
faint  pinkish  tinge  may  be  seen.  The  vision  is  now  more  or  less 
seriously  affected  according  to  the  degree  of  injection.  In  the 
course  of  a  few  weeks  the  corneal  infiltration  is  absorbed,  and  as 
a  rule  a  faint  general  opacity,  in  which  one  or  two  denser  sclerosed 
patches  are  evident,  remains  as  a  permanent  blemish  obstructing 
the  vision  according  to  the  position  on  the  cornea  and  the 
degree  of  translucency.  If  treatment  is  begun  at  an  early  stage, 
the  lesions  may  heal  without  leaving  any  obvious  effects,  but , 
this  is  unusual.  The  cornea  at  the  finish  is  said  to  resemble 
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a  piece  of  ground  glass ;  such  opacity  is  an  extremely  useful 
diagnostic  guide  to  the  physician,  as  it  enables  him  to  distinguish 
with  confidence  a  case  of  hereditary  syphilis  any  number  of 
years  afterwards.  It  is  frequently  complicated  with  other 
syphilitic  affections  of  the  eye,  such  as  iritis  and  chorioiditis. 
Treatment.— In.  addition  to  general  anti-syphilitic  treatment, 
which  should  be  started  at  once,  local  applications  of  atropine 
drops  to  the  eye,  4  grains  to  the  ounce,  should  be  employed 
three  or  more  times  daily  to  prevent  the  formation  of  iridic 
adhesions. 

2.  Iritis 

Iritis  alone  is  not  so  common  in  congenital  syphilis  as  in 
acquired.  It  usually  occurs  about  puberty  as  a  late  manifestation 
or  else  immediately  after  birth  ;  there  have  been  cases  where 
the  process  started  in  utero.  It  follows  a  course  similar  to  that 
seen  in  acquired  syphilis,  showing  the  same  tendency  to  formation 
of  synechiae.  The  treatment  is  the  same  as  given  above. 

31  Pigmented  Retinitis 

The  condition  consists  of  an  atrophy  of  the  essential  nervous 
tissue  of  the  retina  and  a  proliferation  of  the  fibrous  tissue. 
Small  pigmented  patches  occur,  at  first  around  the  retinal 
periphery,  decreasing  the  field  of  vision.  They  gradually  tend 
to  invade  the  centre  of  the  retina,  with  progressive  destruction 
of  the  patient's  sight. 

4.  Optic  Neuritis 

This  is  seen  in  combination  with  retinitis,  gradual  and  complete 
blindness  eventually  resulting,  as  the  neuritis  is  followed  by 
atrophy. 

5.  Chorioiditis 

This  process  begins  early,  usually  in  foetal  life.  It  is  generally 
bilateral,  and  the  results  depend  upon  the  degree  of  severity 
of  the  affection.  In  mild  cases  only  slight  contraction  of  the 
field  may  be  noticed.  In  others  which  are  more  severe,  small 
pigmented  lesions  are  seen  together  with  yellowish  spots;  the 
field  of  vision  is  gradually  more  and  more  limited  by  the  invasion 
from  the  periphery  to  the  centre.  Other  cases  are  complicated 
by  the  occurrence  of  optic  atrophy  and  retinitis. 
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It  will  be  seen  that  these  various  eye  lesions  merge  into 
one  another  in  the  vast  majority  of  cases  of  congenital  syphilis, 
and  the  ophthalmoscope  often  will  prove  useful  in  obtaining  a 
definite  diagnosis  where  other  more  doubtful  lesions  are  present 
on  the  skin  or  elsewhere. 

Strabismus,  myopia,  and  hypermetropia  have  been  stated 
by  some  authorities  to  be  the  results  of  congenital  syphilis* 
in  a  few  cases,  but  of  course  they  are  not  characteristic  lesions 
like  the  preceding. 

AFFECTIONS  OF  THE  EAR 

Congenital  syphilis  is  one  of  the  commonest  causes  of  serious 
deafness  in  young  children.  Deaf-mutism  arises  from  the  fact 
that  the  children  hear  nothing,  and  as  they  learn  no  words,  they 
are  unable  to  imitate  them.  Occasionally  it  may  come  on  later 
after  the  child  has  learnt  a  small  vocabulary,  but  this  is  quickly 
forgotten.  These  cases  are  complicated  with  defective  intellect 
and  frequently  show  some  of  the  eye  lesions  mentioned  above. 
The  cause  of  the  deafness  is  usually  an  affection  of  the  auditory 
nerve,  and  it  is  suggested  that  it  becomes  implicated  in  a  basal 
meningitis.  In  other  cases  the  lesion  which  produces  this 
result  is  in  the  brain  itself  and  affects  the  auditory  nerves  at  their 
origin.  Occasionally  the  middle  ear  is  affected,  as  in  acquired 
syphilis,  by  a  slow  necrosis  of  the  ossicles.  More  rarely,  suppura- 
tion takes  place  and  ordinary  otitis  media,  such  as  is  seen  following 
some  of  the  exanthems,  may  be  met  with.  In  this  case  a  certain 
amount  of  pain  results,  but  in  cases  of  nerve-deafness  the  child 
experiences  no  discomfort  whatever.  It  is  usual  for  both  ears 
to  be  affected,  though  not  always  at  the  same  time. 

Prognosis. — In  a  child  or  young  adult  who  is  the  subject 
of  congenital  syphilis  and  in  whom  this  painless  progressive 
deafness  is  observed,  the  outlook  is  extremely  grave.  Nearly 
all  cases  end  in  complete  loss  of  hearing,  frequently  in  quite  a 
short  time,  in  spite  of  all  efforts  in  the  way  of  treatment. 

AFFECTIONS  OF  THE  ORGANS  OF  GENERATION 
The  Testicles 

These  organs  may  be  affected  by  congenital  syphilis,  either 
in  the  form  of  an  atrophy,  in  which  the  glands  are  smaller  than 
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normal,  never  really  develop,  and  consist  chiefly  of  fibrous 
tissue ;  or  a  condition  may  be  seen  which  is  similar  to  the  hard 
"  billiard-ball"  testicle  of  acquired  syphilis ;  the  organ  is  larger 
than  normal,  deficient  in  sensation,  and,  as  time  goes  on,  the 
fibrous  tissue  which  replaces  the  glandular  elements  contracts, 
producing  an  atrophied  condition.  In  either  case  the  patient 
will  be  sterile. 

The  Ovaries 

In  all  probability  a  similar  fibrosis  attacks  the  ovaries,  but 
owing  to  their  situation  they  are  not  so  easily  observed  as  the 
testicles. 

AFFECTIONS  OF  THE  HEART  AND  BLOOD-VESSELS 

The  same  process  which  is  described  under  acquired  syphilis 
occurs  also  in  congenital  syphilis.  Both  endocarditis  and 
myocarditis  have  been  seen  in  infants  and  stillborn  children. 
Small  gummas  occur  in  the  heart-wall,  and  fibrosed  patches. 
Aneurysms  have  been  met  with  not  only  in  the  great  vessels 
near  the  heart,  but  also  in  the  cerebral  arteries,  and  the  treponema 
has  been  found  in  large  numbers  in  the  walls  of  the  vessels 
affected. 

The  Blood 

The  most  striking  condition  in  connection  with  the  blood 
in  congenital  syphilis  is  the  phenomenon  which  is  known  as 
"  paroxysmal  hsemoglobinuria."  These  attacks,  which  are 
brought  on  by  exposure  to  cold,  have  their  prime  cause  in 
congenital  syphilis.  In  association  with  this  condition  certain 
vasomotor  disturbances  have  been  noticed,  of  which  urticaria 
and  Raynaud's  disease  are  the  most  marked. 

As  in  the  acquired  form,  the  patient  nearly  always  shows 
some  degree  of  general  anaemia.  This  may  be  in  the  form  of 
a  chlorosis,  or,  on  the  other  hand,  a  diminished  number  of  red 
cells  apart  from  the  loss  of  haemoglobin  may  be  met  with. 
Pernicious  anaemia  and  leukaemia  also  have  been  thought  by  some 
authorities  to  follow  on  congenital  syphilis. 
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DELAYED  CONGENITAL  SYPHILIS 
(L'heredo-  syphilis  tardive) 

Quite  a  large  number  of  manifestations  occur  in  people  who 
show  little  evidence,  if  any,  of  hereditary  taint  during  infancy 
or  childhood,  but  who,  on  attaining  early  adult  life,  suddenly 
become  afflicted  with  some  active  destructive  lesion. 

Edmond  Fournier  has  drawn  special  attention  to  these 
cases,  and  since  then  many  other  observers  have  noted  how 
very  much  more  common  they  are  than  is  generally  supposed. 
The  lesions  may  appear  in  any  part  of  the  surface  of  the  body 
or  in  the  bones  or  viscera.  They  are  commonly  seen  on  the 
face  and  throat,  and  it  is  only  on  inquiry  into  the  history  of 
the  parents  and  the  examination  of  the  blood  that  the  true 
origin  is  discovered.  In  the  case  of  a  young  girl  of  nineteen, 
who  was  under  my  care  (see  illustration,  Fig.  40),  the  entire 
nose  was  destroyed  within  the  space  of  a  month.  The  patient 
was  sent  up  by  a  doctor  as  a  case  of  lupus,  and,  superficially, 
the  lesion  bore  a  strong  resemblance  to  that  disease.  The 
rapidity  of  the  necrosis  aroused  suspicion,  and  on  examination 
a  small  perforation  was  found  in  the  soft  palate  ;  the  mother 
showed  definite  evidences  of  past  syphilis  and  her  blood  reaction 
proved  to  be  positive.  The  ulceration  healed  up  quickly  under 
anti- syphilitic  treatment,  but  left  a  disfigurement  which  was 
unavoidable.  The  patient  had  none  of  the  ordinary  stigmata 
of  congenital  syphilis,  and  the  presence  of  the  acquired  disease 
could  be  eliminated  with  a  high  degree  of  probability ;  and  the 
patient's  own  blood  reaction  was  negative. 

Marshall  also  gives  a  typical  illustration  of  what  is  meant 
by  this  "  delayed  "  form  of  congenital  syphilis.  A  syphilitic 
mother  gave  birth  to  twins,  one  of  whom  died  at  the  age  of 
thirteen  months  from  meningitis  ;  the  other,  a  girl,  showed  no 
signs  of  syphilis  till  the  age  of  twenty,  when  she  developed  a 
gumma  of  the  leg.  This  case  was  under  continuous  observation, 
and  there  was  conclusive  evidence  that  she  had  not  acquired 
syphilis. 

Treatment. — These  cases  should  be  treated  by  arsenic  and 
mercury  at  the  earliest  possible  moment,  but  they  do  not  call 
for  any  special  local  treatment. 


FIG.  40. — AN  EXAMPLE  OF  "  HEREDO-SYPHILIS  TARDIVE  "  IN  A  GIRL  OF  NINETEEN 

SIMULATING  I.UPUS. 
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VISCERAL  AND  LOCAL  AFFECTIONS  OF  CONGENITAL 
SYPHILIS 

In  addition  to  the  classical  symptoms  on  the  skin  mentioned 
above,  there  are,  as  in  acquired  syphilis,  certain  special  local 
manifestations  and  general  affections  of  the  respiratory,  digestive, 
nervous,  and  other  systems  which  are  of  such  importance  in 
the  general  clinical  picture  that  reference  must  be  made  to  them, 
although  in  many  cases  they  belong  more  to  the  province  of  the 
general  physician,  surgeon,  or  specialist  in  other  departments. 

I  propose  to  take  these  systems  in  turn  and  describe  shortly 
the  various  syphilitic  "dystrophies"  and  "active  lesions" 
met  with  at  different  stages  of  the  child's  growth.  Although 
these  two  processes  are  frequently  mixed,  it  is  as  well  to  try  to 
define  what  is  meant  by  dystrophies  as  opposed  to  active  syphilis. 

Speaking  roughly,  by  the  term  "  dystrophy  "  is  meant  the 
delay  or  alteration  in  the  development  of  an  organ  owing  to 
the  activities  or  the  toxin  of  the  treponema,  and  naturally  in  the 
foetus  those  organs  which  develop  early  are  affected  most  where 
the  ovum  is  syphilitic  from  the  beginning  and  all  the  stages  of 
embryonic  life  have  been  subjected  to  the  toxin.  But  it  must 
be  remembered  that  the  large  majority  of  these  cases  end 
in  abortion,  and  consequently  are  not  met  with  later.  This 
process  of  dystrophy,  however,  goes  on  not  only  during  foetal 
life,  but  also  after  birth  in  those  organs  which  are  still  being 
formed  and  developed,  such  as  the  bones,  brain,  teeth,  etc. 
By  "  active  syphilis,"  on  the  other  hand,  we  mean  the  presence 
of  definite  destruction  or  infiltration  of  tissues  which  are  already 
formed  and  are  more  or  less  fully  developed.  It  is  understood 
that  the  same  organ  may  show  at  the  same  time  the  two  processes 
going  on  side  by  side,  and  therefore  a  hard-and-fast  line  between 
the  two  cannot  always  be  drawn. 

AFFECTIONS  OF  EPIDERMAL  APPENDAGES 

The  nails  are  apt  to  become  furrowed  and  brittle ;  this  is 
a  dystrophy  resulting  from  the  general  malnutrition  due  to  the 
infection.  In  addition  we  have  active  lesions  of  the  matrix 
which  may  result  in  shedding  of  the  nails  and  in  onychia  similar 
to  that  seen  in  acquired  syphilis, 
ii 


162  SYPHILIS    AND    ITS    TREATMENT 

The  hair  also  may  be  affected,  showing  irregular  patches 
of  thinning,  most  marked  where  there  is  friction,  as  over  the 
occiput ;  and  the  eyebrows  and  eyelashes  also  may  be  lost. 
Later  on,  during  puberty  there  is  a  peculiar  form  of  Alopecia 
areata  which  has  been  ascribed  by  some  authorities  to  congenital 
syphilis.  These  patients  at  the  age  of  fifteen  or  sixteen  show 
one  or  two  typical  circular  patches  of  Alopecia  areata.  These 
spread  and  coalesce  into  larger  areas  ;  they  may  perhaps  recover 
completely,  showing  a  normal  regrowth  of  hair,  and  then  in  a  few 
months  the  process  begins  again.  This  may  be  repeated  two 
or  three  times,  but,  as  a  rule,  by  the  age  of  twenty  the  scalp 
is  completely  bald,  and  also  the  hairs  on  other  parts  of  the  body 
have  been  shed.  The  prognosis  is  bad,  the  baldness  usually 
remaining  permanent.  It  has  been  noticed  that  these  patients 
often  show  enlarged  lymphatic  glands  in  the  neck,  and  also 
frequently  complain  of  headache.  In  some  of  them,  typical 
congenital  syphilitic  stigmata  may  be  present. 

AFFECTIONS  OF  THE  BONES 

The  bones  of  the  skull  show  various  characteristic  malforma- 
tions. These  may  be  either  of  the  hyperplastic  type  or  due  to 
necrosis  and  wasting.  The  general  distortions  due  to  hydro- 
cephalus,  or  the  opposite  condition  which  is  known  as  micro - 
cephalus,  may  be  present,  and  sometimes  the  skull  shows  a 
marked  asymmetry.  Later  on,  the  condition  which  is  known 
as  cranio- tabes  or  excessive  thinning  of  parts  of  the  skull,  chiefly 
in  the  occipital  and  parietal  regions,  may  be  seen,  in  which  the 
bones  become  so  thin  that  they  may  give  under  pressure  like 
pieces  of  egg-shell.  The  opposite  condition  of  hyperplasia  is 
seen  in  the  condition  known  as  Parrot's  nodes  referred  to  above, 
in  which,  owing  to  a  periostitis,  symmetrical  bosses  form. on  the 
frontal  and  parietal  bones.  This  produces  a  condition  known 
as  the  "  natiform  skull "  or  "  hot  cross  bun  "  deformity.  Both 
this  and  cranio- tabes  have  been  ascribed  to  rickets ;  in  all 
probability  both  syphilis  and  rickets  are  factors  in  their  produc- 
tion, and  it  is  impossible  to  say  which  is  the  more  important. 

The  Bones  of  the  Face 

The  general  concave  shape  of  face  has  already  been  referred 
to.  This  is  accentuated  by  the  frontal  nodes,  but  is  mainly  due 
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to  atrophy  of  the  nasal  bones,  which  causes  a  falling- in  of  the 
bridge  of  the  nose.  This  becomes  much  more  obvious  as  the 
child  grows  up  and  the  nose  fails  to  develop. 

Two  patterns  may  be  observed,  one  in  which  the  process 
starts  at  the  root  of  the  nose,  the  whole  nose  falling  into  the 
face ;  the  other  in  which  the  nasal  bones  are  fairly  well  formed, 
but  the  cartilage  at  the  lower  end  is  atrophied.  This  appears 
to  telescope  the  lower  part  of  the  nose  into  the  upper  part,  and 
everts  the  nostrils  so  that  they  tend  to  look  forwards  instead 
of  downwards. 

Another  constituent  which  goes  to  make  up  the  complete 
picture  of  the  crescentic  profile  or  concave  prognathous  face 
is  the  deformity  of  the  lower  jaw  ;  the  chin  is  pushed  prominently 
forward,  causing  a  faulty  apposition  of  the  lower  incisor  teeth 
with  those  of  the  upper  jaw.  This  becomes  more  marked  as 
the  facial  development  continues,  and  is  most  evident  in  adult 
life.  This  type  of  face  is  generally  recognised  as  being  pathogno- 
monic  of  congenital  syphilis.  The  nasal  ducts  may  be  gradually 
obliterated  as  the  child  grows  up  by  a  slow  proliferative  periostitis  ; 
or,  again,  a  painless  necrosis  may  occur  in  this  region.  When 
the  ducts  are  blocked,  the  tears,  instead  of  being  drained  in  the 
normal  way  into  the  nose,  overflow  on  to  the  cheek,  producing 
an  eczematous  condition  of  the  skin. 

Other  deformities  of  the  bones  of  the  skull  which  have  been 
attributed  to  congenital  syphilis  are  cleft  palate  and  hare  lip, 
in  which  the  soft  parts  as  well  as  the  subjacent  bone  are  affected. 
The  highly  arched  palate  has  also  been  attributed  to  this 
hereditary  taint,  but  it  is  probable  that  adenoids  are  a  more 
potent  cause,  although  some  authorities  maintain  that  the 
production  of  adenoids  themselves  is  assisted  by  congenital 
syphilis. 

The  Long  Bones 

Of  the  affections  of  the  long  bones  the  most  important 
are  those  seen  in  the  tibia.  Here  the  bone  is  bowed  with  its 
convexity  forwards  and  outwards  and  flattened  laterally,  thus 
producing  the  well-known  "  sabre-like  "  tibia.  A  similar  bending 
forward  of  the  tibia  is  seen  in  rickets,  and  undoubtedly  here, 
as  in  the  cranial  deformities  mentioned  above,  the  two  conditions 
may  co-exist.  It  is  stated  that  one  tends  to  affect  the  centre 
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of  the  bone  while  the  other  creates  the  chief  convexity  in  the 
lower  third ;  clinically  it  is  often  quite  impossible  to  make 
any  distinction  of  this  sort.  There  is  usually  a  certain  amount 
of  pain  associated  with  this  periostitis  of  the  tibia  and  other 
affections  of  the  long  bones  mentioned  below,  which,  as  in  all 
cases  of  bone  pain,  is  mostly  experienced  at  night.  Osteitis 
deformans  and  Fragilitas  ossium  have  been  looked  upon  as  late 
manifestations  of  hereditary  syphilis. 

Epiphysitis 

This  generally  occurs  during  the  first  two  months  of  post- 
natal life,  but  may  be  met  with  later  and  affects  not  only  the 
ends  of  the  long  bones,  but  also  those  of  the  phalanges.  It 
produces  immobility  of  the  limbs  affected,  and  has  in  consequence 
been  called  "  pseudo- paralysis."  It  may  result  in  the  destruction 
of  the  growing  portion  of  the  long  bones  and  produces  dwarfism. 
The  process  is  said  to  start  in  the  cartilage,  but  the  adjacent 
portions  of  bone,  both  of  the  diaphysis  and  the  epiphysis,  are 
usually  affected,  so  that  it  is  an  osteitis  as  well  as  a  chondritis. 
In  some  cases  the  process  may  go  on  to  suppuration,  causing 
the  separation  of  the  epiphysis. 

Of  the  bones  of  the  fingers  the  first  phalanx  is  the  one  usually 
affected ;  it  often  resolves  without  suppuration,  but  as  the 
child  grows  older,  this  form  of  dactylitis  appears  more  prone 
to  break  down  and  to  produce  a  condition  which  is  very  similar 
to  that  caused  by  tubercle.  Gummatous  infiltration  may  occur 
in  the  periosteum  of  long  bones,  which,  when  it  breaks  down, 
produces  destruction  of  the  subjacent  bone  over  the  area  affected, 
resulting  in  the  formation  of  a  slow,  indolent,  deep  ulcer.  On 
the  other  hand,  when  they  do  not  break  down,  such  gummas 
cause  nodular  deformities  frequently  covering  a  fairly  large 
area  of  the  bone  surface. 

As  mentioned  above,  the  differential  diagnosis  between 
tuberculosis  of  the  bones  and  necrosis  due  to  congenital  syphilis 
may  be  extremely  difficult.  The  points  to  be  remembered 
are  that  tubercle  tends  to  attack  the  short  bones  rather  than 
the  long  ones.  The  process  is  slower  in  tubercle  than  syphilis, 
the  ratios  of  duration  being  as  months  to  years. 

In  tubercle  the  surrounding  skin  is  usually  more  affected, 
leading  to  the  formation  of  a  dense  puckered  scar,  often  with 
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a  long  sinus  connecting  the  surface  to  the  bone.  Other  evidences 
of  congenital  syphilis  or  of  tubercular  focci  should  be  looked 
for,  and  the  Wassermann  reaction  taken  either  from  the  child's 
or  parent's  blood. 

AFFECTIONS  OF  THE  JOINTS 

These  may  be  affected  by  the  spread  of  the  disease  from 
the  epiphyses,  but  more  often  they  arise  independently.  The 
arthritis  is  usually  seen  in  one  of  three  forms: 

(a)  A  chronic  slow  effusion  of  fluid  into  the  joint,  usually 
the  knee  and  sometimes  bilateral. 

(b)  A   general   thickening   of   the   synovial   membrane   and 
surrounding  tissues  known  as  "  syphilitic  white  joint." 

(c)  More  rarely  the  joint  may  break  down  and  suppurate. 
In  the  early  stages  of  the  white  swelling  (b)  the  differential 

diagnosis  between  this  and  commencing  tubercle  may  be  very 
difficult.  The  same  points  apply  as  mentioned  above.  In 
addition,  various  deformities  around  the  joints  may  occur  as 
the  child  gets  older,  due  to  osteophytic  outgrowths  and  occasion- 
ally leading  to  some  degree  of  ankylosis. 

Alimentary  Tract 

Inside  the  mouth  and  on  the  lips  mucous  plaques  are  seen 
as  in  acquired  syphilis.  They  are  frequently  associated  with 
the  external  lesions  and  rhagades  mentioned  above.  It  will 
be  remembered  that  these  moist  papules  are  among  the  most 
infective  lesions  of  syphilis,  acquired  or  congenital,  and  it  is 
usually  from  this  source  that  wet-nurses  and  others,  sometimes 
quite  young  girls,  become  infected  with  a  primary  sore  on  the 
nipple.  The  parents  should  therefore  be  warned  against 
allowing  others  to  fondle  or  caress  the  child,  and  where  other 
children  are  in  the  same  house,  the  infant's  utensils,  such  as 
spoons,  bottles,  etc.,  should  be  kept  separate.  There  is  seldom 
any  difficulty  in  diagnosing  these  mucous  plaques  from  thrush 
or  aphthous  stomatitis,  as  at  this  stage  other  characteristic 
syphilitic  lesions  are  always  present.  It  must  be  remembered 
that  buccal  lesions  of  the  mucous  plaque  type  are  not  confined 
to  early  syphilis,  either  congenital  or  acquired,  and  that  they  may 
occur  several  years  after  the  infection  has  taken  place. 

Gummatous   lesions   also   occur   in   the   mouth,    producing 
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perforation  of  the  palate  and  at  times  destruction  of  the  uvula. 
These  are  usually  seen  late  and  constitute  one  of  the  commonest 
signs  of  delayed  congenital  syphilis.  The  tongue  is  not  so  liable 
to  the  indurated  lesions  and  leukoplakia  that  have  been  mentioned 
in  the  acquired  form  of  the  disease,  possibly  because  there  is 
less  buccal  irritation  by  articles  of  diet  and  other  habits  in  young 
children  than  in  adults. 

Hutchinson's  Teeth 

The  teeth  show  one  of  the  most  important  signs  of  hereditary 
syphilitic  disease.  In  the  first  place,  primary  dentition  is  often 
delayed  ;  the  teeth  when  they  do  appear  are  badly  formed, 
become  easily  infected  with  micro-organisms,  and  rapidly  decay. 
It  is  in  the  secondary  dentition  that  the  most  characteristic 
features  are  noticed,  and  it  is  a  striking  example  of  a  dystrophy 
produced  by  syphilis  late  in  the  disease,  because  these  particular 
organs  are  subjected  to  the  virus  throughout  their  formation 
and  development,  although  it  is  long  after  foetal  life.  Some 
of  the  effects  produced  are  so  characteristic  as  to  be  pathogno- 
monic  of  congenital  syphilis,  not  only  as  against  other  diseases, 
but  also  syphilis  acquired  in  infancy.  Others,  again,  although 
commonly  produced  by  syphilis,  are  not  confined  to  that  disease 
alone. 

The  characteristic  deformity  described  by  Hutchinson 
affects  the  two  upper  incisors ;  they  are  barrel- shaped,  that  is 
to  sa}^  the  lateral  edges  are  not  straight  but  convex,  the  tooth 
being  narrowed  both  at  the  gum  margin  and  at  the  free  edge. 
The  whole  tooth  is  often  tilted  so  as  to  converge  towards  its 
fellow  ;  the  lower  margin  is  eroded,  the  outline  being  crescentic, 
thereby  presenting  the  "  semilunar  notch."  The  front  edge 
is  often  bevelled,  but  this  soon  wears  away,  and  in  later  adult 
life  the  notch  itself  gradually  disappears.  This  constitutes  the 
typical  Hutchinson  teeth  and  occurs  in  congenital  syphilis  only. 
Less  commonly  the  incisors  of  the  first  dentition  may  show  a 
similar  deformity.  Hutchinson  and  others  have  described 
other  varieties  of  erosions  and  deformities  of  the  teeth  which, 
although  common  in  that  disease,  are  not  pathognomonic  of 
syphilis.  They  consist  of  teeth  so  eroded  as  to  come  to  a  fine 
point,  "  peg-top  "  teeth,  and  all  manner  of  irregular,  black,  and 
pitted  elevations  may  occur.  Sometimes  rows  of  small  pits 


FIG.  41. — MICRO-PHOTOGRAPH  PREPARED  BY  DR.  HAROLD  SPITTA 
FROM  A  SPECIMEN  IN  THE  MUSEUM  AT  ST.  GEORGE'S  HOSPITAL, 
SHOWING  THE  TREPONEMA  PALLIDUM  STAINED  BY  THE  LEVADITI 
METHOD,  IN  THE  LIVER  IN  A  CASE  OF  CONGENITAL  SYPHILIS, 
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are  arranged  in  a  transverse  manner  across  the  teeth,  several 
of  the  teeth  in  the  same  patient  being  affected  in  this  way.  A 
similar  transverse  row  of  pitting  may  occur  in  children  who 
have  suffered  from  some  exanthem  or  other  severe  illness  at  the 
time  the  second  teeth  were  being  formed.  It  is  understood 
that  these  irregularities  are  seen  on  the  teeth  as  soon  as  they 
emerge  from  the  gum,  and  are  not  due  to  caries  or  the  action 
of  micro-organisms  after  their  eruption.  Apart  from  these 
affections  of  the  individual  teeth,  the  whole  process  of  the  second 
dentition  may  be  interfered  with,  the  teeth  coming  down  in  all 
sorts  of  irregular  ways  and  in  out-of-the-way  places;  but  this 
irregularity  is  not  confined  to  cases  of  congenital  syphilis ;  it 
may  be  seen  in  others  who  have  no  suspicion  of  hereditary  taint. 

The  (Esophagus 

Various  congenital  deformities,  such  as  pouches,  have  been 
ascribed  to  syphilis. 

The  Stomach  and  Intestines 

These  organs  do  not,  as  a  rule,  manifest  any  striking  lesions 
in  congenital  syphilis.  It  is  not  unreasonable,  however,  to 
suppose  that  lesions  may  occur  similar  to  those  in  the  acquired 
disease,  but  of  so  mild  a  nature  as  to  pass  unnoticed.  Some 
authorities  have  suggested  that  many  cases  of  appendicitis  in 
children  may  be  of  syphilitic  origin. 

The  Anus 

This  area  is  often  the  seat  of  mucous  plaques  similar  to  those 
seen  in  adults.  The  patches  are,  as  a  rule,  thin,  and  show  little 
induration,  and  the  more  thickened  and  heavy  condylomatous 
masses  are  not  commonly  seen  in  children.  After  the  age  of 
two  or  three  years  it  is  not  unusual  to  find  small  ulcers,  with 
indurated  circinate  margins,  in  this  neighbourhood  ;  occasionally 
they  are  associated  with  a  small  fistula  which  may  necessitate 
operative  treatment  as  well  as  the  use  of  anti- syphilitic  drugs. 
Dystrophy  in  this  area  may  take  the  form  of  imperforate  anus. 

The  Liver 

This  organ  is  affected  early  in  the  foetus  because  it  receives 
the  blood  from  the  mother  direct  by  the  umbilical  vein.  It  is 
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suggested  that  the  excess  of  amniotic  fluid  which  is  sometimes 
noticed  in  these  cases  is  due  to  hepatic  syphilis  causing  obstruction 
of  this  vessel.  Post-mortem  the  organ  is  heavier,  firmer,  and 
larger  than  normal ;  it  may  be  pale  yellow  in  colour,  the  so- 
called  "  flint  liver  "  ;  it  shows  a  cirrhosis  which  under  the  micro- 
scope proves  to  be  pericellular  in  character.  In  addition  to 
this  fibrosis,  there  is  a  certain  amount  of  granular  degeneration 
of  the  liver- cells  themselves.  Again,  with  the  naked  eye  small 
granules  may  be  seen  scattered  through  the  substance  of  the 
liver,  which  are  said  to  resemble  semolina  grains ;  these  are 
miliary  syphilitic  foci  not  unlike  miliary  tubercles.  Later  on, 
small  caseating  gummas  are  more  rarely  found.  Amyloid 
disease  affects  this  organ  in  late  hereditary  syphilis  as  in  the 
acquired  form.  Jaundice  does  occur,  but  it  is  not  so  common ; 
many  cases  of  ascites  have  been  reported.  Rolleston  suggests 
that  the  congenital  syphilitic  liver  is  more  easily  affected  by 
alcohol  in  later  years  than  the  normal  organ,  but  that  the  two 
processes  of  multilobular  (alcoholic)  and  pericellular  (syphilitic) 
cirrhosis  are  quite  independent. 

The  Spleen 

It  is  extremely  common  to  find  the  spleen  larger  than  normal 
in  cases  of  congenital  syphilis,  even  in  cases  where  the  child  is 
born  dead.  The  same  hypertrophy  has  been  noticed  at  a  later 
stage,  and  more  rarely  gummatous  lesions  and  amyloid  disease 
may  be  present. 

Suprarenal  Glands 

The  treponema  seems  to  have  a  predilection  for  these  small 
glands,  and  enormous  numbers  of  them  have  been  found  in 
their  substance.  There  is  a  general  enlargement  of  the  gland, 
followed  in  the  later  stages  by  a  fibrosis ;  gummas  also  have 
been  noticed.  Of  the  more  remote  results  which  may  follow 
on  this  condition,  it  is  not  unreasonable  to  suppose  that  the 
high  tension  and  arteriosclerosis  which  are  such  constant 
companions  of  syphilis  in  general  find  their  origin,  at  any  rate 
to  some  degree,  in  disease  of  this  organ.  Possibly  Addison's 
disease  also  may  be  due  to  a  syphilitic  affection  as  well  as  to  a 
tubercular. 


HEREDITARY   SYPHILIS  169 

Pancreas 

Pancreatitis  occurs  in  congenital  syphilis  and  is  associated 
with,  or  develops  into,  a  fibrosis  which  may  cause  diabetes  in 
young  adult  life.  A  case  of  this  kind  was  treated  recently  in 
the  Venereal  Department  of  St.  George's  Hospital,  in  which 
other  stigmata  of  congenital  syphilis,  such  as  interstitial  keratitis, 
deafness,  and  Hutchinson's  teeth  were  present.  The  diabetes 
is  little  improved  by  the  anti- syphilitic  treatment,  as  of  course 
by  the  time  the  glycosuria  shows  itself,  the  pancreas  has  been 
permanently  damaged. 

RESPIRATORY  SYSTEM 

The  rhinitis,  deformities  of  the  nose  and  palate,  and  the  early 
laryngitis  leading  to  the  hoarse  cry  have  already  been  mentioned. 
There  is  in  addition  a  hoarseness  which  comes  on  in  childhood 
or  early  puberty  similar  to  that  seen  in  the  acquired  disease. 
The  prognosis  is  bad,  and  it  is  seldom  that  these  cases  recover 
the  normal  voice  unless  treatment  is  started  at  a  very  early 
stage.  The  old  syphilitic  lesions  of  the  larynx  which  started 
in  infancy  may  lie  dormant  for  many  years  and  then  relapse 
under  the  influence  of  some  childish  complaint,  such  as  whooping- 
cough.  In  addition,  some  cases  of  dyspnoea  and  laryngeal 
spasm  have  been  ascribed  to  congenital  syphilis,  and  where 
snuffles  is  present  to  a  marked  degree,  it  can  easily  be  imagined 
that  the  general  mechanical  obstruction  may  lead  to  this. 

In  the  lung  the  early  white  pneumonia  is  a  frequent  cause 
of  death  during  the  first  few  months  of  life  in  syphilitic  children. 
It  consists  of  a  fibrosis  around  the  small  bronchi,  together 
with  a  catarrhal  bronchitis  and  an  exudation  into  the  pulmonary 
alveoli.  The  arteries  are  also  affected  in  a  similar  manner  to 
that  seen  in  acquired  syphilis.  Later  on,  gummas  may  occur 
in  the  lung  and  give  rise  in  childhood  to  physical  signs  which 
are  not  unlike  those  of  pulmonary  tuberculosis. 

THE  NERVOUS  SYSTEM 

This  subject  is  so  large  that  we  cannot  do  more  than  just 
touch  on  some  of  the  most  important  headings.  Apart  from  the 
gross  deformities  of  the  cranium  which  have  been  mentioned, 
a  varying  degree  of  intellectual  deficiency  may  be  seen  in  these 
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children  as  they  grow  up.  In  the  milder  cases  the  child  may 
be  simply  backward  in  a  general  way  ;  late  in  walking,  in  speech, 
and  in  showing  intelligent  interest  in  surrounding  objects ; 
it  develops  slowly,  remaining  infantile  and  childish  long  after 
the  normal  age.  At  school  such  children  are  dull,  stupid,  and 
silly ;  they  have  great  difficulty  in  learning,  and  a  defective 
memory  ;  they  are  subject  to  unreasonable  fits  of  passion,  and 
have  little  interest  outside  the  purely  elementary  animal 
necessities  of  life.  Their  normal  instincts  are  often  perverted 
and  their  habits  dirty.  It  should  be  remembered,  however, 
that  much  of  their  apparent  stupidity  may  be  due  to  deafness 
and  defective  vision.  In  more  marked  cases  complete  idiocy 
results,  and  there  is  no  doubt  that  congenital  syphilis  is  the 
commonest  cause  of  amentia,  idiocy,  and  imbecility. 

Other  manifestations  of  congenital  cerebral  syphilis  are  seen 
in  epilepsy.  It  is  not  suggested  that  congenital  syphilis  is  the 
sole  or  chief  cause  of  epilepsy,  but  it  produces  fits  of  the  same 
type  which  are  indistinguishable  from  this  common  disease. 
Headaches  are  commonly  associated  with  them  and  are  probably 
due  to  a  chronic  form  of  meningitis.  In  these  patients  the 
intellect,  although  apparently  normal  in  childhood,  may 
degenerate  later. 

Meningitis  is  undoubtedly  a  common  cause  of  death  in  the 
early  years  of  post-natal  life.  Clinically,  the  picture  is  very 
similar  to  that  seen  in  cases  of  tubercular  meningitis,  and  many 
of  the  syphilitic  cases  are  diagnosed  as  such.  In  a  case  which 
I  had  the  privilege  of  seeing,  and  which  was  under  the  care  of 
my  colleague  Dr.  Cyril  Ogle,  the  similarity  to  tubercular 
meningitis  was  marked,  but  there  were  other  stigmata  of  syphilis 
and  the  parental  history  assisted  in  making  the  diagnosis. 
Moreover,  this  case  recovered  under  anti- syphilitic  treatment 
and  eventually  left  the  hospital.  At  one  stage  it  showed  a  very 
interesting  phenomenon  of  bilateral  herpes  completely  encircling 
the  chest ;  the  vesicles  were  large  and  in  places  haemorrhagic. 
This  was  presumably  due  to  the  infection  of  two  or  more  posterior 
root  ganglions  in  the  spinal  meningitis  (see  illustration,  Fig.  42). 

Hemiplegias  occur  in  congenital  syphilis  as  in  acquired ; 
and  complete  or  partial  paralysis  of  the  various  cranial  nerves 
consequent  on  specific  meningitis  is  common.  General  paralysis 
and  tabes  dorsalis,  for  a  long  time  associated  with  acquired 


FIG.  42. — DR.  CYRIL  OGLE'S  CASE  OF  CONGENITAL  SYPHILITIC  MENINGITIS  CAUSING 
A  BILATERAL  HERPES  ZOSTER. 
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syphilis,  of  late  years  have  been  attributed  to  the  congenital 
infection  as  well. 

Chorea  has  also  been  seen  in  congenital  syphilitic  children, 
suggesting  that  possibly  it  may  be  one  of  the  factors  in  the 
aetiology  of  that  disease. 

Hysteria  and  Neurasthenia 

Both  these  conditions  occur  in  congenital  syphilitics,  but  they 
are  not,  of  course,  an  essential  feature  of  the  disease  ;  they  show 
themselves  only  as  a  result  of  the  general  mental  degeneration. 

TRANSMISSION  TO  THE  THIRD  GENERATION 

The  question  as  to  whether  syphilis  can  be  conveyed  by  the 
parents  through  their  children  to  the  grandchildren  has  been 
definitely  settled  of  recent  years.  The  difficulty  arose  from  the 
fact  that  there  is  seldom  an  occasion  when  one  medical  man  has 
the  opportunity  of  knowing  the  medical  details  and  intimate 
life  of  three  generations  in  succession ;  and  unless  a  continuity 
of  this  sort  is  kept  up,  it  is  almost  impossible  to  rely  on 
disjointed  evidence.  Edmond  Fournier  has  collected  a  number  of 
cases  in  which  he  shows  that  not  only  the  various  dystrophies  and 
deformities  may  be  transmitted,  but  also  that  active  syphilitic 
lesions  have  been  found  in  the  grandchildren  after  every  care 
has  been  taken  to  eliminate  the  possibility  of  an  intermediate 
infection.  He  tabulates  106  cases  in  proof  of  his  point,  and 
many  other  authorities  acquiesce  in  his  conclusion.  It  is  far 
more  common  to  see  stigmata  in  the  third  generation  in  the  shape 
of  dystrophies  than  the  presence  of  a  virulent  lesion. 

PATHOLOGY 

The  pathological  process  in  congenital  syphilis  is  similar 
to  that  of  acquired,  the  arteries  throughout  the  body  being  again 
the  chief  means  by  which  the  various  organs  are  affected.  Under 
the  microscope  the  same  process  of  arteritis  in  all  its  forms 
may  be  observed.  The  infiltration  of  cells,  again,  consists  for  the 
most  part  of  plasma  cells,  and  the  Treponema  pallidum  itself 
may  be  found,  if  anything  with  greater  ease  than  in  the  acquired 
form.  Its  presence  in  the  serum  from  bullas  and  other  lesions 
of  the  skin  may  easily  be  detected  by  means  of  the  ultra- 
microscope.  In  sections  stained  by  the  Levaditi  method,  large 
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numbers  have  been  demonstrated  in  the  suprarenal  glands, 
liver,  and  spleen.  They  also  may  be  demonstrated  in  other 
organs,  such  as  the  aorta  and  nervous  tissue,  but  not  with  such 
ease.  The  organism  is  found  in  the  mucus  in  cases  of  rhinitis 
in  infants,  which  proves  definitely  that  this  nasal  discharge 
is  infective. 

Apart  from  the  naked-eye  appearance  of  the  various  organs 
in  congenital  syphilis  which  have  been  mentioned  above,  the 
placenta  often  shows  a  general  enlargement,  and  may  be  more 
friable  than  normal,  and  in  places  pale  yellow  patches  are  seen 
in  its  substance.  Haemorrhages  may  occur  on  account  of  its 
friability,  leading  to  partial  separation. 

GENERAL  PROGNOSIS 

The  outlook  in  a  case  of  congenital  syphilis  depends  a  great 
deal  on  what  the  condition  is  when  the  doctor  first  sees  it. 
Of  infants  with  serious  lesions  at  birth,  the  vast  majority  die 
within  a  few  weeks,  in  spite  of  all  efforts  at  treatment ;  in 
those  cases  which  show  their  first  sign  a  month  or  six  weeks 
after  birth,  if  they  are  brought  to  the  physician  early  and  are 
otherwise  healthy,  a  more  hopeful  prognosis  may  be  given; 
a  great  deal  depends,  however,  on  the  conditions  under  which 
the  patient  lives  and  the  extent  to  which  the  instructions  of  the 
physician  are  carried  out. 

PREVENTION 

The  birth  of  congenitally  syphilitic  children  can  be  pre- 
vented in  the  first  place  by  the  carrying  out  of  suitable 
therapeutic  measures  by  parents  who  acquire  the  disease  as 
adults,  by  persuading  them  to  delay  marriage  until  all  chance 
of  their  passing  on  the  virus  to  their  progeny  has  been  eliminated, 
and  in  those  cases  where  the  patients  insist  on  marrying  before 
the  allotted  time,  by  impressing  upon  them  the  importance 
of  carrying  out  a  series  of  courses  of  active  treatment  during 
the  early  years  of  the  married  state.  The  vast  majority  of 
patients  do  not,  however,  consult  their  doctor  on  these  points ; 
they  usually  wait  until  pregnancy  results  before  their  anxiety 
leads  them  to  seek  advice.  In  many  cases,  again,  the  mother 
either  acquires  the  disease  during  pregnancy  or  then  for  the 
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first  time  shows  signs  of  previous  infection.  In  consequence 
it  comes  about  that  it  is  by  the  treatment  of  these  pregnant 
women  that  the  birth  of  diseased  children  can  best  be  prevented, 
and  with  the  modern  intensive  treatment  good  results  may 
be  confidently  relied  upon,  provided  the  mother  comes  up  for 
advice  in  the  early  months  of  pregnancy.  These  patients  stand 
treatment  well,  but  it  is  most  important  that  the  urine  should 
frequently  be  tested  for  any  trace  of  albumin  while  the  treatment 
is  in  progress. 

Although  the  mother  is  the  more  important  patient  for 
our  immediate  purpose  when  she  is  pregnant,  the  husband 
should  also  be  persuaded  to  come  up  whenever  possible  and 
undergo  an  equally  thorough  system  of  treatment  in  order  to 
prevent  the  contamination  of  future  pregnancies.  By  these 
means  many  syphilitic  women  will  give  birth  to  healthy  children 
who,  if  no  precautions  had  been  taken,  would  have  either  perished 
or  have  come  into  this  world  contaminated  with  syphilis. 

TREATMENT 

The  treatment  of  congenital  syphilis  is  far  more  difficult 
than  that  of  the  acquired.  The  infant  is  more  readily  upset  by 
the  powerful  drugs  which  are  used,  and  it  is  easy,  by  damaging 
the  digestive  organs,  to  increase  the  wasting  which  is  always 
present,  and  in  consequence  to  do  more  harm  than  good. 

The  child  should  be  nourished  by  the  maternal  breast  if 
possible;  in  any  case  no  wet-nurse  should  be  employed.  The 
difficulty  in  using  salvarsan  or  its  derivatives  in  infants  may 
be  overcome  to  a  large  extent  by  treatment  of  the  mother,  the 
child  deriving  benefit  from  the  maternal  milk.  Salvarsan 
suppositories  are  not  very  satisfactory  in  infants,  and  the  intra- 
muscular preparations  such  as  Joha,  and  intramuscular  Galyl, 
are  too  painful  for  so  young  subjects;  moreover,  there  is  not  a 
great  deal  of  muscle  substance  in  the  buttocks  of  children  until 
they  begin  to  walk.  In  older  patients,  whenever  a  suitable 
vein  can  be  discovered,  the  ordinary  method  of  intravenous 
injection,  using  by  preference  the  "  Neo "  group,  should  be 
employed.  It  is  generally  wise  to  begin  with  a  small  dose  ; 
a  child  of  four  or  five  will  stand,  as  a  rule,  0*1  gram  of  novarseno- 
billon.  For  younger  infants,  half  that  amount  is  sufficient. 
A  course  of  six  injections  may  be  given  as  in  adults,  but  it  is 
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advisable  to  spread  it  out  over  twelve  weeks  if  possible.  Where 
the  difficulties  in  carrying  out  intravenous  injection  are  too 
great,  the  intramuscular  injection  of  galyl  should  be  employed, 
and  may  be  used  with  safety  after  the  age  of  one  year,  the  dose 
varying  from  0*05  to  O'i  gram.  A  course  of  six  injections  may 
again  be  given,  but  the  intervals  between  them  need  not  be  so 
long  as  in  the  case  of  the  intravenous  method. 

Mercury  is  best  used  as  an  inunction.  This  method  of  treat- 
ment can  be  employed  at  the  earliest  age  without  any  discomfort 
to  the  patient.  The  ordinary  Unguentum  hydrargyri  should 
be  diluted  to  half  strength,  and  one  dram  of  this  spread  on  the 
binder  once  daily.  By  this  means  a  fairly  rapid  absorption, 
not  only  through  the  skin  but  also  through  the  lung-surface, 
takes  place.  Unless  any  untoward  signs  are  seen,  this  method 
may  be  kept  up  for  a  period  of  six  to  eight  weeks ;  it  is  then 
advisable  to  give  the  patient  a  rest  for  two  months  and  repeat 
the  course  at  the  end  of  that  time.  Infants  and  young  children 
stand  mercury  well  by  the  mouth,  and  i-grain  gray  powder 
given  with  a  little  sugar  in  milk  is  the  usual  preparation  ;  it 
is  not  advisable  to  incorporate  any  opium  with  the  gray  powder, 
as  is  done  with  adults.  Intramuscular  injection  of  mercury 
may  be  used  in  older  children,  the  preference  being  given  to  the 
soluble  salts  as  against  the  insoluble  if  the  patient  can  attend 
sufficiently  often. 

The  Wassermann  test  is  not  so  useful  a  guide  to  treatment 
in  congenital  syphilis  as  in  acquired.  Of  the  older  patients 
many  have  a  positive  reaction  which  no  amount  of  treatment 
will  turn  negative  ;  others,  again,  show  a  negative  reaction  when 
they  first  attend. 

In  the  past,  congenital  syphilitic  children  have  been  treated 
only  when  active  evidence  of  the  disease  had  shown  itself.  There 
is  no  doubt  that  this  is  wrong,  and  these  children  are  quite 
as  much  entitled  to  proper  regulated  courses  of  treatment  over 
a  long  space  of  time,  and  if  possible  eventual  cure,  as  those 
who  acquire  the  disease  in  adult  life.  The  scheme  of  treatment 
will  require  much  greater  variation  in  infants  and  young  children 
than  in  adults,  and  the  medical  man  must  treat  each  case  on  its 
own  merits,  keeping  in  mind  the  fact  that  it  is  his  object  to 
eradicate  the  disease  and  prevent  further  trouble,  and  not  merely 
to  cure  the  individual  lesion  he  is  treating. 


CHAPTER    XIII 
SYPHILIS    AND    THE    PUBLIC    HEALTH 

SYPHILIS  AND  THE  PUBLIC  HEALTH,  INCLUDING  NATIONAL  AND 
INDIVIDUAL  PROPHYLAXIS 

THE  immense  damage  of  all  kinds  which  this  disease  does  to 
the  community  in  preventing  the  birth  of  children,  in  producing 
unhealthy,  weakly,  and  degenerate  children,  in  incapacitating 
young  adults,  in  causing  arterial  degeneration,  premature  old 
age,  and  early  death,  and  in  filling  our  lunatic  asylums  with 
numerous  forms  of  insanity,  has  been  appreciated  by  the  medical 
profession  ever  since  the  great  pioneer  work  of  the  syphilographers 
of  the  last  century.  But  it  is  only  quite  recently  that  it  has 
come  to  the  knowledge  of  the  general  public,  through  the  efforts 
of  the  lay  press  to  expose  this  national  disgrace  and  remove 
the  mysterious  secrecy  that  surrounded  it.  Now  that  an  attempt 
has  been  made  to  face  the  issue  in  the  open  light  of  day,  there 
is  no  doubt  that  a  disease  such  as  syphilis,  which  is  only 
communicable  by  close  contact,  can  be  practically  stamped  out 
in  a  civilised  community  which  is  prepared  to  stint  neither 
expense  nor  effort  in  the  process. 

The  appointment  of  the  Royal  Commision  to  consider  the 
question  of  venereal  diseases  in  1914  was  an  immense  stride 
in  the  right  direction.  Whether  the  delay  in  discussing  this 
important  subject  in  public  was  due  to  what  is  called  on  the 
Continent  "  our  national  hypocrisy,"  or  to  indolence  and  fear 
of  stirring  up  dirty  waters  on  the  part  of  the  medical  profession 
and  the  public  press,  is  a  question  now  beside  the  mark.  At 
any  rate,  let  us  be  thankful  that  the  awakening  came  when  it 
did,  for  had  the  war  terminated  without  the  vast  organised 
effort  which  the  Local  Government  Board  has  inaugurated 
and  carried  out  in  the  last  three  years,  our  condition  by  now 
would  have  been  one  of  hopeless  chaos  as  regards  coping  with 


176  SYPHILIS    AND    ITS    TREATMENT 

venereal  diseases.  It  is  true  that  the  present  conditions  are 
serious,  and  that  since  the  armistice  was  signed  there  has  been 
an  increase  varying  from  50  per  cent,  to  100  per  cent,  of  new 
cases  at  most  of  the  clinics  working  under  the  Local  Government 
Board  scheme.  This  state  of  affairs,  however,  is  exactly  what 
anyone  who  has  studied  the  past  history  of  this  disease  would 
have  expected.  In  the  past,  the  great  wars,  pilgrimages,  and 
the  movement  of  vast  numbers  of  people  from  one  part  of  the 
world  to  another  have  generally  been  followed  by  epidemics 
of  syphilis. 

With  the  carefully-thought-out  scheme  which  is  now  at 
work  it  does  not  require  very  much  courage  to  prophesy  that 
this  present  ebullition  of  the  disease  will  shortly  die  down  as 
things  become  more  settled,  and  that  in  five  years'  time  the 
numbers  of  fresh  cases  will  be  less  than  half  what  they  are  at 
present. 

Active  legislation  in  the  past,  on  the  few  occasions  when  it 
has  been  tried,  has  not  been  encouraging,  and  there  is  no  doubt 
that  the  Government  has  been  wise  in  confining  its  efforts  to 
the  practical  points  dealing  with  the  facts  as  they  stand,  that 
is  to  say,  to  supplying  the  means  of  treating  and  curing  the 
disease  at  the  earliest  opportunity.  Wisely  it  has  not  attempted 
too  much  in  the  way  of  the  stringent  laws  and  regulations  which 
some  energetic  enthusiasts  advocate,  and  which  in  the  bulk 
of  cases  could  be  easily  evaded. 

In  this  country  the  measures  which  have  been  adopted 
in  the  past  for  the  prevention  of  syphilis  have  been  wholly 
inadequate.  Secrecy,  hypocrisy,  and  concealment  have  only 
fostered  the  disease  and  led  to  imperfect  treatment,  largely 
at  the  hands  of  quacks.  By  means  of  such  culpable  negligence 
many  innocent  husbands,  wives,  and  children,  not  to  mention 
doctors  and  hospital  attendants,  have  become  infected.  Again, 
the  teaching  on  this  subject  in  the  large  general  hospitals  has 
been  very  inadequate  and  irregular,  but  there  is  no  doubt  that 
an  effort  is  being  made  at  the  present  time  to  remedy  this. 

The  reason  of  the  failure  of  legislative  measures  at  attempts 
to  regulate  the  lives  of  and  segregate  those  prostitutes  who 
have  become  infected  is  apparent  now  that  we  have  the  figures 
not  only  of  the  various  armies  in  the  field,  but  of  other  large 
institutions.  They  practically  all  agree  in  showing  that  the 
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percentage  of  men  infected  by  what  one  might  call  the  professional 
women,  that  is  to  say,  those  who  accept  payment,  is  consistently 
about  one- third  of  the  total  cases.     The  attempt,  therefore,  to 
lay  the  chief  onus  on  these  unfortunate  women  is  not  only  unfair 
but  foolish.     In  any  attempts  to  carry  out  regular  inspection 
of  women  it  becomes  impossible  to  know  where  the  line  is  to 
be  drawn.     Invariably  the  poorer  would  suffer,  and  the  richer 
prostitute  would  avoid  detection.     Again,  inspection  of  women 
is  open  to  the  objection  that  many  cases  of  venereal  disease 
would  be  missed.     This  is  the  point  which  was  made  so  much 
of  by  the  opponents  of  the  old  "  Contagious  Diseases "  Act. 
But  the  same  people  would  not  suggest  the  disbanding  of  the 
police  force  because  25  per  cent,  of  criminals  avoided  arrest. 
When  dealing  with  a  small  watertight  community  like  a  military 
camp  *or   station   abroad,    registration   and  regular  inspection 
of  all  the  known  prostitutes  is  not  only  a  justifiable  but  an 
eminently  sensible  method  of  keeping  down  the  disease.     But 
in  a  large  community  like  a  nation  where  the  personal  freedom 
of  individuals  has  to  be  respected,  and  where,  as  in  these  days, 
there  is  always  a  large  population  shifting  in  and  out  of  the 
country,  anything  of  this  sort  is  not  only  useless  but  foolish. 
Moreover,  from  a  practical  point  of  view,  are  we  not  trying  to 
tackle  the  subject  from  the  wrong  end  ?     Every  medical  man 
who  has  had  to  deal  with  venereal  disease  knows  how  easy  it 
is   to   overlook   lesions   on   the   female  genital   organs;      how 
frequently  such  patients  are  perfectly  honest  in  their  belief 
that  they  have  never  suffered  from  syphilis.     On  the  other 
hand,  the  male  is  much  easier  to  inspect,  and  one  is  far  less 
likely  to  miss  any  evidence  of  infection.     It  is  useless  for  either 
sex  to  lay  the  blame  on  the  other  ;  it  is  true  that  many  innocent 
wives  have  been  infected  by  their  husbands,  but  many  healthy 
husbands  have  returned  from  the  war  only  to  be  infected  by 
their  wives  when  they  got  home.     It  is  obvious,  therefore,  that 
we  must,  as  medical  men,  keep  clear  from  all  ethical  discussion 
of  this  sort  and  deal  solely  with  the  practical  points  which  will 
help  in  the  elimination  of  the  disease.     Looked  at  in  this  way, 
there  appear  to  be  three  means  at  our  command  : 

1.  Education  and  general  moral  influence. 

2.  Affording  those  individuals  who  have  been  so  unfortunate 
as  to  contract  the  disease  every  opportunity  of  not  only  being 
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cured  themselves,  but  of  being  rapidly  rendered  incapable  of 
infecting  others. 

3.  Prophylaxis  of  the  individual,  not  only  after  he  or  she 
has  run  the  risk  of  infection,  but  even  before,  owing  to  the  great 
efficacy  of  prophylactic  measures. 

i.  Education.  —  It  is  perhaps  difficult  for  medical  men  to 
realise  the  extraordinary  state  of  ignorance  of  the  general  public 
on  this  subject.  In  spite  of  the  recent  publicity,  all  sorts  of 
peculiar  ideas  as  to  the  way  in  which  the  disease  may  be  communi- 
cated are  still  current,  as  Colonel  Harrison  has  shown.  It  is 
therefore  incumbent  upon  us  to  further  this  question  of  education 
as  much  as  possible.  It  is  true  that  the  fear  of  venereal  disease 
is  not,  and  never  will  be,  so  potent  a  factor  as  the  sexual  instinct, 
at  any  rate  in  the  male  ;  possibly  a  certain  number  of  individuals 
may  remain  sexually  continent  owing  to  knowledge  of  the  dangers 
of  incontinence.  But  whether  this  is  so  or  not,  it  is  our  duty 
to  see  that  all  young  people,  when  arriving  at  adult  life,  should 
have  the  necessary  knowledge  to  protect  themselves,  by  continence 
or  other  means,  against  the  possibility  of  infection,  instead  of 
just  drifting  into  venereal  disease  as  the  bulk  of  patients  do. 
It  is  too  much  to  suppose  that  the  whole  male  sex  will  control 
their  sexual  instincts  until  wedlock;  but  a  great  deal  ought 
to  be  done  amongst  the  civil  population  by  way  of  regular, 
strenuous  athletics  among  young  people  and  distractions  similar 
to  those  which  have  been  successful  in  our  military  centres, 
which  prevent  boredom,  give  a  healthy  occupation  to  the  mind 
as  well  as  the  body,  and  offer  some  substitute  for  the  temptations 
of  town  life. 

If  we  are  to  tackle  the  question  of  professional  prostitutes 
at  all,  it  must  be  on  the  lines  of  teaching  them  to  come  up  for 
treatment  as  soon  as  they  are  infected,  to  encourage  them  to 
take  what  precautions  they  can  in  order  to  keep  themselves 
healthy,  and  to  prevent  them  from  handing  on  the  infection, 
if  they  have  it,  to  men  with  whom  they  consort.  It  should  be 
remembered  in  this  connection  that  women  are  more  easily 
infected  by  men  with  syphilis  than  men  are  by  women,  and 
this  is  another  argument  for  what  Colonel  Harrison  calls 
"  breaking  the  chain  of  infection  at  the  male  end  as  against  the 
female." 

With  regard  to  moral  and  religious  instruction,  it  does  not 
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do  at  the  present  time,  when  there  are  only  too  obvious  signs 
of  the  increase  in  promiscuous  sexual  intercourse,  to  say  that 
moral  and  religious  training  are  useless.  Marshall  holds  "  that 
although  instruction  of  this  kind  has  not  succeeded  in  abolishing 
sexual  promiscuity  in  the  past,  it  has  undoubtedly  done  much 
to  diminish  it.  We  do  not  know  how  or  when  venereal  diseases 
originated,  but  we  do  know  that  extra-marital  sexual  intercourse 
has  always  assisted  in  their  propagation  in  the  past,  and  it  is 
probable  that  even  if  they  were  stamped  out,  these  diseases 
would  rise  again  de  novo  if  sexual  promiscuity  were  persisted 
in."  Although  the  latter  suggestion  is  problematical,  we  must 
be  certain  that  we  do  not  omit  to  use  any  power  which  will  help 
us  in  our  struggles  against  these  diseases.  It  is  true  that  in 
some  instances  hysterical  religious  enthusiasm,  as  instanced 
by  some  of  the  religious  revivals  in  Wales  and  similar  reunions 
in  the  United  States,  have  appeared  to  increase  the  evil  rather 
than  to  lessen  it.  But  one  cannot  help  feeling  that  there  is 
a  large  field  for  sensible  moral  and  religious  instruction  in 
combination  with  organised  games  and  athletics  amongst  the 
young  civil  population. 

2.  Under  this   heading  the    publicity  work    of    the    Local 
Government  Board  and  the  National  Council  for  Combating 
Venereal    Diseases    has    been    and    is    excellent.      Everything 
should  be  done  to  increase  the  confidence  of  the  public  in  the 
present  scheme  of  treatment  of  the  Local  Government  Board. 
The  patient  should  be  encouraged  by  every  means  to  come  up 
at  the  earliest  opportunity  after  infection,   and  for  purposes 
of  diagnosis  where  there  is  any  doubt.     It  is  true  that  by  this 
means  we  get  a  large  number  of  cases  of  pure  syphilophobia ; 
but  this  must  be  expected,  and  after  all  it   does  not  take  long 
to  dispel  the  fears  of  the  neurotic  patients  and  to  reassure  them. 
It  is  the  primary  and  early  secondary  stages  of  syphilis  that  are 
the  most  dangerous  from  the  public  health  point  of  view,  although 
it  must  not  be  forgotten  that  gummas  and  late  ulcerations  can 
convey  the  infection.     The  great  advance  which  modern  treat- 
ment with  the  arsenical  compounds  has  produced  is  the  rapid 
cure  of  these  early  infective  lesions,  thereby  producing  prophylaxis 
through  treatment ;  that  is  to  say,  in  cutting  down  to  a  minimum 
the  period  during  which  the  patient  can  infect  another  person. 

3.  In  dealing  with  the  personal  prophylaxis  we  immediately 
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come  up  against  the  ethical  enthusiasts  who  say  that  if  you 
prevent  a  man  or  woman  from  being  infected  and  suffering  the 
normal  consequences,  you  thereby  encourage  immorality.  The 
standpoint  of  these  people  varies  according  to  the  strength 
of  their  religious  feelings  on  the  subject.  Some  would  not  treat 
syphilis  at  all,  but  would  leave  the  delinquents  to  suffer  the 
consequences  of  their  folly,  in  spite  of  the  admitted  consequences 
to  many  innocent  victims  ;  others  would  treat  the  disease,  once 
there  is  clear  evidence  that  the  patient  has  become  infected, 
but  would  do  nothing  either  to  prevent  infection  or  to  abort 
the  disease ;  others,  again,  will  agree  to  sanction  the  use  of 
abortive  measures  once  the  sexual  act  is  accomplished,  but 
would  not  allow  any  preventive  measures  to  be  given  out  to 
men,  as  has  been  done  in  some  instances  with  those  going  on 
shore  in  the  navy  and  on  leave  from  the  army.  It  is  difficult 
for  medical  men  to  follow  the  intricacies  of  these  ethical  argu- 
mentations ;  but,  after  all,  the  question  is  one  for  the  theologians 
rather  than  for  the  physicians,  and  it  is  sufficient  for  us  to  state 
here  what  are  the  precautions  which  can  be  taken  and  their 
probable  efficiency. 

As  regards  the  efficacy  of  the  means  at  our  disposal,  there 
is  no  doubt  that  if  the  remedies  can  only  be  applied  early  enough, 
the  results  are  excellent.  Ever  since  Metchnikoff's  experiment  on 
the  medical  student  mentioned  above  (vide  page  12),  controversy 
has  raged  as  to  what  reliance  can  be  placed  on  his  ointment. 
This  ointment  consists  of  30  per  cent,  of  calomel  in  benzoate 
of  lard  or  lanoline.  The  recent  addition  of  2*5  per  cent,  of 
thymol  to  the  above  is  said  to  increase  its  bactericidal  qualities. 
This  ointment  should  be  rubbed  in  all  over  the  genitals  for  about 
ten  minutes.  Its  efficacy  is  increased  if  the  parts  are  previously 
washed  thoroughly  with  soap  and  water,  and  the  sooner  this 
is  carried  out  after  exposure  to  the  risk  of  infection  the  more 
likely  it  is  to  be  effective.  It  seems  clear  that  eighteen  hours 
is  the  outside  limit  if  it  is  to  have  any  chance  of  killing  the 
treponema.  The  figures  from  a  naval  station  in  the  United 
States  given  by  Riggs  show  that  when  the  process  was  carried 
out  within  one  hour  of  the  sexual  act,  only  one  case  of  infection 
occurred  out  of  1,180  men  so  treated ;  whereas  the  numbers 
steadily  increased  as  the  lapse  of  time  lengthened,  sixteen  infections 
occurring  among  the  216  men  who  allowed  more  than  ten  hours 
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to  elapse  before  submitting  themselves  to  the  disinfection. 
Again,  the  percentage  of  venereal  infections  was  three  times 
as  high  amongst  those  troops  who  had  all-night  passes,  and 
were  therefore  not  treated  until  the  following  day,  as  compared 
with  those  who  were  required  to  be  back  the  same  night.  From 
these  figures  it  is  clear  that  early  prophylactic  treatment  is  of 
the  utmost  importance.  It  follows  that  if  attempts  are  to  be 
made  in  civil  life  to  carry  out  similar  disinfections,  the 
institutions  which  undertake  this  work  must  be  prepared  to  have 
a  medical  officer  or  trained  attendant  on  duty  day  and  night. 
The  treatment  is  far  less  valuable  if  the  patient  waits  to  come 
up  the  following  day. 

Of  all  the  means  at  our  disposal  for  combating  syphilitic 
infection,  this  appears  to  offer  the  greatest  hope  of  success. 
The  attempts  to  produce  passive  immunity  by  means  of  a  serum, 
or  active  immunity  by  protective  inoculations,  have  so  far  failed. 


CHAPTER    XIV 

MANAGEMENT    OF    A    VENEREAL    CLINIC    FOR 
SYPHILITIC    PATIENTS 

THE  following  suggestions  are  based  upon  experience  gained 
in  the  management  of  the  Venereal  Disease  Clinic  at  St.  George's 
Hospital,  and  may  be  of  use  to  others  in  charge  of  similar  out- 
patients' clinics. 

As  regards  the  structure  of  the  building,  the  essentials  are 
good  light  and  a  sufficiency  of  rooms.  Light  is  very  important, 
as  many  of  these  clinics  are  held  in  the  evening  and  adequate 
electric  lighting  is  an  absolute  necessity :  firstly,  for  a  thorough 
examination  of  the  patient ;  secondly,  in  order  that  the  physician 
may  see  that  the  solution  of  whatever  preparation  of  Salvarsan 
he  prefers  to  use  is  clear  and  contains  no  solid  particles  whatever. 
Where  novarsenobillon  is  employed,  there  is  seldom  much  trouble 
in  getting  a  rapid  solution  of  the  salt,  but  some  of  the  other 
salvarsan  substitutes  do  not  dissolve  so  readily.  Thirdly,  the 
question  of  a  good  light  frequently  makes  all  the  difference 
between  getting  the  needle  into  a  vein  or  not. 

As  regards  the  rooms,  it  is  generally  advisable  to  separate 
the  sexes  while  they  are  waiting  to  go  in  to  see  the  physician. 
The  men  can  wait  in  the  general  out-patient  waiting-hall, 
and  the  women  in  the  room  in  which  they  undress  and  prepare 
themselves  for  injections,  if  this  is  sufficiently  large.  Another 
room  is  required  for  the  use  of  the  physician  to  see  the  new  cases 
and  the  old  ones  each  time  they  come  up ;  in  this  room  the 
register  is  kept.  A  fourth  room  is  required  as  an  operating- 
room,  where  the  injections  are  given  either  by  the  physician 
himself  or  his  assistants.  After  the  injection  of  any  of  the 
salvarsan  substitutes  it  is  our  habit  to  keep  the  patients  at  rest 
on  a  couch  for  half  an  hour  before  sending  them  home  ;  this 
is  sufficiently  long  to  cover  any  of  the  immediate  ill- effects  of 
the  injection,  but  does  not,  of  course,  allow  for  any  of  the  later 
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manifestations.  To  include  these  it  would  be  necessary  to  keep 
the  patient  in  the  hospital  for  the  night,  which  is  not  only 
impossible,  owing  to  the  large  numbers,  but  also  quite  unneces- 
sary, as  it  is  extremely  rare  that  anything  more  than  a  headache 
and  slight  malaise  is  met  with.  The  only  cases  which  it  is  neces- 
sary to  admit  are : 

1.  Those  who  have  numerous  highly  infective  lesions  and 
who  are  in  consequence  a  danger  to  the  community  until  they 
have  been  rendered  innocuous  by  treatment. 

2.  Elderly  patients,  and  especially  those  of  them  who  have  a 
long  way  to  go  in  cold  weather.     Standing  about  on  a  cold  wet 
night  after  any  form  of  salvarsan  treatment  should  always  be 
avoided. 

3.  Those  who  have  some  chronic  disease  which  makes  the 
administration  of  the  drug  more  risky  than  in  the  normal  per- 
son, but  whom,  nevertheless,  the  physician  has  decided  to  treat. 

4.  Those  rare  cases  where  the  immediate  reaction  to  the  drug 
is  severe  and  does  not  pass  off  within  half  an  hour.     These  cases 
are  mostly  caused  by  the  patient  disobeying  orders  and  eating 
food  shortly  before  the  treatment,   but  occasionally  a  faulty 
batch  of  the  drug  is  met  with  and  a  series  of  patients  at  one 
clinic  will  show  continued  vomiting  and  some  degree  of  collapse. 
Slight  retching  is  common  and  comes  on  so  rapidly  after  the 
injection  that  it  can  only  be  due  to  direct  action  of  the  drug  on 
the  vomiting  centre.     These  people  also  frequently  complain 
of  a  nasty  taste  in  the  mouth  as  soon  as  the  injection  is  given  ; 
they  usually  say  it  resembles  the  escape  of  coal-gas  in  a  room 
or  has   a  metallic   or  garlic-like   flavour.     This  latter  is  not 
surprising,  as  most   of  these   arsenical   compounds  have   that 
characteristic  smell  when  dissolved.     Some  of  these  cases  may 
be  due  to  nervousness,  but  many  of  them  are  not ;  to  test  this, 
in  numerous  instances  we  have  tried  an  injection  of  plain  sterile 
water  without  the  knowledge  of  the  patient,  and  in  the  majority 
of  cases  the  injection  has  not  been  followed  by  any  of  the  signs 
or  symptoms  that  particular  patient  is  in  the  habit  of  showing 
when  the  drug  is  injected. 

Where  it  is  not  possible  to  have  separate  clinics  for  men 
and  women,  they  should  be  kept  apart  throughout  the  entire 
period  of  their  visit  to  the  hospital,  otherwise  it  is  found  that 
undesirable  incidents  may  occur. 
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Difficulty  often  arises  in  finding  a  lodging  for  female  patients, 
such  as  domestic  servants,  whom  it  is  quite  unnecessary  to 
admit  to  the  hospital,  but  who  have  been  discharged  from  their 
situation  and  have  nowhere  to  sleep.  Recently,  however,  this 
has  been  to  a  large  extent  got  over,  at  any  rate  in  London  and 
some  of  the  larger  towns,  by  the  inauguration  of  hostels  to  take 
in  these  cases  until  they  are  sufficiently  cured  to  enable  them 
to  return  to  work.  Printed  instructions  should  be  given  to  each 
fresh  case  of  syphilis  as  soon  as  the  diagnosis  is  established. 
These  should  tell  the  patient  how  to  prevent  the  contamination 
of  others  with  whom  they  may  live ;  give  general  advice  as  to 
how  to  conduct  their  life  while  under  treatment ;  and  reassure 
the  patient  that  if  he  or  she  will  only  carry  out  the  scheme  of 
treatment  which  is  drawn  up  by  the  physician,  the  outlook 
for  the  future  is,  in  the  vast  majority  of  cases,  excellent. 

The  lavatories  which  are  used  by  the  patients  while  they 
are  at  the  hospital  should  be  regularly  and  thoroughly  disinfected 
by  wiping  over  with  a  one-in-two-thousand  biniodide  of  mercury 
solution  or  some  similar  bactericide. 

In  the  operating-room  where  the  injections  are  given,  the 
following  arrangements  will  be  found  convenient.     All  the  atten- 
dants, doctors,  and  nurses  should  wear  rubber  gloves  for  their 
own  protection ;    in  addition,  the  following  precautions  should 
be  taken  against  infection  :    A   receiver  containing  pieces  of 
sterile  gauze  of  a  convenient  size  should  be  at  hand  for  blowing 
the  nose  so  as  to  avoid  the  rubber  glove  touching  any  part  of 
the  skin.     The  gloved  hand  should  never  be  put  in  the  pocket 
or    the   ordinary   handkerchief  used.     A   pot   of   Metchnikoffs 
30  per  cent,  calomel  ointment  should  be  kept  in  the  department 
in  case  of  any  slight  prick  with  an  unsterilised  needle  or  any 
contamination  with  discharge  from  patients'  skin,  or  from  the 
throat  during  examination ;   this  ointment   should  be  rubbed 
in  at  once,  vigorously,  for  five  minutes  after  the  part  has  been 
well  cleaned  with  ether  and  spirit.     Where  the  contaminated 
puncture  is  deep,  the  above  method  is  useless,  and  it  is  best 
to  inject  2  c.c.  of  the  I  per  cent,  benzoate  of  mercury  solution 
given  above  ;   this  should  be  done  with  a  fine  hypodermic  needle 
down  the  track  of  the  puncture.     Stovaine  may  be  added  to 
decrease  the  pain. 
The  room  may  be  arranged  with  two  couches,  one  at  each 
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end,  a  medical  officer  and  a  nurse  or  sister  working  at  each 
couch.  In  between  should  be  a  central  table  on  which  a  steriliser, 
is  kept  boiling  throughout  the  clinic.  Immediately  after  an 
injection  has  been  given,  the  needle  should  be  dropped  into  the 
steriliser,  taking  care  not  to  damage  the  point.  It  is  found 
inadvisable  to  sterilise  the  glass  syringes  by  boiling  in  between 
each  injection,  owing  to  the  number  of  breakages  which  are  liable 
to  occur ;  we  get  over  the  difficulty  by  immersing  the  whole 
syringe  in  a  receiver  containing  one-in-two-thousand  biniodide 
solution,  so  as  to  wash  off  any  blood  on  the  outside  of  the  syringe. 
The  syringe  is  then  twice  filled  with  the  biniodide  solution 
and  the  contents  expressed  into  another  receiver ;  the  process 
is  then  repeated  twice  with  sterile  distilled  water  in  order  to  get 
rid  of  any  traces  of  the  mercury  salt. 

On  this  central  table  are  kept  boxes  containing  the  various 
salvarsan  substitutes  in  use.  A  tray  at  each  end  covered  with 
a  sterile  piece  of  lint  or  gauze  contains  a  glass  syringe  for  the 
salvarsan  solution,  and  a  small  sterilised  glass  beaker  and  rod 
for  dissolving  the  required  dose ;  a  large  flask  of  sterile  freshly 
distilled  water ;  another  smaller  glass  syringe  for  injecting  the 
preparation  of  mercury  employed,  whether  calomel,  gray  oil, 
or  the  calomel  preparation ;  a  third  syringe  and  measure  glass 
should  be  kept  for  the  separate  use  of  intramine  or  other 
preparations.  The  wide-mouth  bottles  containing  the  insoluble 
mercury  creams  should  be  placed  near  the  steriliser,  so  that  the 
heat  from  it  will  keep  them  in  a  sufficiently  fluid  state  to  mix 
thoroughly  when  shaken.  Forceps  should  be  at  hand  for  picking 
the  needles  out  of  the  steriliser.  Each  medical  officer  should 
be  supplied  with  at  least  two  needles  for  salvarsan  injection, 
and  two  longer  ones  for  intramuscular  injections  of  mercury 
and  intramine. 

On  a  table  near  each  couch  should  be  a  bowl  containing 
sterile  swabs,  and  some  ether  and  biniodide  lotion  or  other 
disinfectant  for  sterilising  the  skin  ;  for  examination  on  the  couch 
a  hand  electric  light  will  be  found  of  use,  and  the  necessary 
speculums  for  examining  female  patients  should  be  at  hand. 
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Aachen  treatment,  97,  136-138, 142 
Abortion  in  syphilis,  146 
Abscess,  mercurial,  127 
Acne,  30 

necrotic,  56 

syphilitic,  54 

tuberculous,  54 
Aix-les-Bains  water,  142 
Albuminuria,  mercurial,  86 

syphilitic,  86,  101 
Alcohol  and  syphilis,  68,  71,  98 
Alopecia  areata,  62 

and  congenital  syphilis,  162 
Alopecia,  syphilitic,  62-63 
Ametropia  in  congenital  syphilis,  158 
Anaemia,  in  congenital  syphilis,  159 

in  syphilis,  77,  106 

mercurial,  124 
Aneurysm  and  gumma,  61 

dissecting,  80 

in  congenital  syphilis,  159 
Angina  pectoris,  81 
Anus,  the,  chancre  of,  25 

in  congenital  syphilis,  167 

syphilis  of,  82-83 
Apes,  syphilis  in,  n,  147 
Aphasia  in  syphilis,  90 
Aran-Duchenne  atrophy,  79 
Argyll  Robertson  pupil,  65 
Arsacetin,  108 
Arsenic  in  syphilis,  108-117 

aryl  arsenates,  108 

exfoliation  due  to,  49 

poisoning  by,  113-117 
Arterio-sclerosis,  86 
salvarsan  in,  113 
Arthritis,  syphilitic,  78-79 
Aryl  arsenates  in  syphilis,  108 
Atoxyl,  1 08 
Auto-inoculation  in  syphilis,  16-17 

Bacillus,  bottle,  48 
Ducrey's,  16,  18 
smegma,  7 


Barthelemy  syringe,  104 
Bell-clapper  penis,  21 
Billiard-ball  testes,  85 

in  congenital  syphilis,  159 
Black- wash  dressing,  28 
Bladder,  the,  syphilis  of,  87 
Blood-vessels,  the,  in  chancres,  17 

in  congenital  syphilis,  159 

in  syphilis,  33-34 

syphilis  of,  8 
Blue  ointment,  136 
Bones,  the,  in  congenital  syphilis, 
162 

in  syphilis,  78 
Bottle  bacilli,  48 
Brain,  the,  syphilis  of,  89-90,  169- 

171 
Breast,  the,  chancre  of,  25 

gumma  of  (Fig.  27),  60 
Bronchi,  the,  syphilis  of,  84 
Bullae,  syphilitic,  58,  152,  153 
Bursae,      prepatellar,     gumma     of 
(Fig.  25),  78 

Calamine  lotion,  114 

Calomel  injections,  104,  129,  135 

insufflation,  29,  69,  133 

ointment,  12,  27 
Cartwheel  structure  (Fig.  3),  34 
Cerebro-spinal  fluid,  the,  and  Was- 

sermann's  reaction,  93 
Challes,  142 
Chancre,  4,  13,  14—29 

and  epithelioma,  20 

and  herpes,  19 

and  scabies,  19 

differential  diagnosis,  18—21 

en  rosette,  15 

extra-genital  (Fig.  i),  22-26,  139 

fissure,  15 

fulminating,  16 

herpetiform,  15 

histo-pathology,  17 

local  treatment,  28-29 
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Chancre — continued 

miniature,  15 

multiple,  1 6 

of  the  anus,  25 

of  the  breast,  25 

of  the  head,  25 

of  the  limbs,  26 

of  the  neck,  25 

of  the  nose,  24 

of  the  tonsil,  24 

of  the  trunk,  25 

phagedaenic,  16 

prognosis,  27 

recurrent,  13 

situations  cf,  21—26 
Chimpanzees,  syphilis  in,  u 
China,  syphilis  in,  2 
Chorea  in  congenital  syphilis,  171 
Chorioiditis  in  congenital  syphilis, 

157 

in  syphilis,  64 

Circumcision  in  syphilis,  21,  29 
Cirrhosis,  hepatic,  83,  168 
Cleft  palate,  163 
Climate  in  syphilis,  99 
Clinic,  the  venereal,  182-185 
"  Cocarde  tricolore  "  eruptions  (Fig. 

14).  42 

Coffee  in  syphilis,  98 
Colles's  law,  148 
Condyloma,  41,  50-52,  165 

of  the  larynx,  71 

Conjunctivitis,     potassium    iodide, 
140 

syphilitic,  64 
Copaiba  rash,  37 
Corio-plaques  (Figs.  2,  3),  17,  39 
Cornea,  syphilis  of  the,  156 
Corona  veneris,  54 
Coryza,  potassium  iodide,  140 
Cranio-tabes,  162 
Cyclitis,  syphilitic,  64 

Dactylitis,  syphilitic,  164 
Deafness,  in  congenital  syphilis,  158 

in  syphilis,  72 
Death  in  syphilis,  87 
Depression,  mental,  and  potassium 
iodide,  140 

in  syphilis,  97-98 
Dermatitis,  salvarsan,  114,  115 

seborrhceic  infantile,  154 

vacciniform,  154 
Diday's  law  of  decrease,  149 
Diet  in  syphilis,  98 
Diphtheria  and  syphilis,  25 
Disseminated  sclerosis  in  syphilis,  89 


Dogs,  syphilis  in,  n 
Donovan's  solution,  135 
Ducrey's  bacillus,  16,  18 
Duration  of  treatment,  100 
Dystrophies,  syphilitic,  161 

Ears,  the,  syphilis  of,  72,  158 

Ecthyma,  syphilitic,  55 

Eczema  and  syphilis  (Figs.  30,  37),  48 

infantile,  152 

of  the  hands  and  feet,  73 

salvarsan,  114 

Education,  public,  and  syphilis,  178 
Egyptians,  syphilis  among  the,  3 
Elephantiasis  and  syphilis,  44 
Encephalitis,  salvarsan,  116 
Endarteritis  in  yaws,  59 

syphilitic,  79-81,  87 
Epidermis,  the,  in  syphilis,  35 
Epidermolysis  bullosa,  153 
Epididymitis,  syphilitic,  84 
Epilepsy,  syphilitic,  90,  170 

salvarsan,  117 
Epiphysitis  and  congenital  syphilis, 

164 
Epithelioma  and  syphilis,  20,  24 

of  the  tongue,  69 
Erythema  multiforme,  39,  123 

nodosum,  80 
Eyebrows  in  syphilis,  62 
Eyelid,  chancre  of  the,  23 
Eyes,    congenital  syphilis  of    the, 
156-158 

syphilis  of,  64 

Face,  the,  chancre  of,  22,  29 

syphilis  of  (Figs.  28  and  29),  63 
Fat  embolism,  105 
Feet,  the,  syphilis  of  (Figs.  38  and 

39),  73 

Fever  in  syphilis,  76 
Fibrositis,  syphilitic,  79 
Finger,  the,  chancre  of  the,  26 

syphilis  of,  83,  184 
Fissure  chancre,  15 
Flint  liver,  168 
Fcetus,  syphilitic,  150 
Fragilitas   ossium    and   congenital 

syphilis,  164 
Framboesia,  58-59 

Galyl,  112 

Gastro-enteritis,  mercurial,  122 

Gonorrhoea  and  rheumatism,  78 

dermatitis  in,  49 
Gray  oil,  129 

injections  of,  104 


igo 


Gray  powder  in  congenital  syphilis, 

i?4 

Greeks,  syphilis  among  the,  3 
Gumma  (Figs.  24-27),  5-6, 13,  59-61 

chancriform,  13,  20 

in  congenital  syphilis,   159,   164, 
165,  168 

of  muscle  (Fig.  25),  60,  79 

of  the  brain,  89 

of  the  heart,  81 

of  the  iris,  64 

of  the  liver,  83 

of  the  lungs,  84 

of  the  ovary,  86 

of  the  penis  (Fig.  24),  13,  20 

of  the  testis  (Fig.  32),  85 

of  the  tongue,  69 

tuberculous,  60 

Habits  in  syphilis,  90-91 
Haemoglobinuria  in  syphilis,  77 
paroxysmal,  in  congenital  syphilis, 

159 
Hands,  the,  syphilis  of  (Figs.  5,  34- 

37)-  73 
Harrogate  treatment,  138 

water,  142 

Head,  the,  chancre  of,  25 
Headache  in  syphilis,  76,  81,  170 
Heart,  the,  gumma  of,  60 

syphilis  of,  81 
Hectine,  113 
Hemiplegiain  congenital  syphilis,  1 70 

syphilitic,  87 

Herald  patch  in  pityriasis,  47 
He r£do- syphilis   tardive    (Fig.  40), 

146,  160 

Hermophenyl,  129,  132 
Herpes,  diagnosis  (Fig.  42),  19 

of  the  lips,  51 
Herpetiform  chancre,  15 
Hindus,  syphilis  among  the,  3 
History  of  syphilis,  1-6 
Huile  grise  injections,  104 
Hunterian  chancre,  14 
Hutch  insonian  teeth,  166 
Hydrogen  peroxide,  28,  58,  106 
Hyperkeratosis  (Fig.  19),  49 

Ichthyol,  114 
Idiocy,  syphilitic,  170 
Immunity  in  syphilis,  13,  181 
Impetigo,  diagnosis  of,  19,  154 

streptococcal  (Fig.  22),  54 

syphilitic  (Fig.  22),  45 
Incontinence  and  syphilis,  178 
Ingestion,  mercurial,  134 


Injections,  intramuscular,  113,  173 

intravenous,  102,  109-110 

operating-room  for,  184 

treatment  by,  101-107 
Intestines,  the,  syphilis  of,  82 
Intramine,  117,  143 
Inunction,  mercurial,  136-138 

in  congenital  syphilis,  174 
lodalbin,  142 
lodipin,  109,  142 
lodobehenate,  calcium,  142 
lodoform  dressing,  28 
lodoglidine,  142 
Iritis  in  congenital  syphilis,  157 

syphilitic,  64 
Itching  in  syphilis,  19 

Jaundice  in  syphilis  (Fig.  6),  83,  168 

salvarsan,  115 
Joha,  109 
Joints,  the,  syphilis  of,  78,  165 

Keratitis,  syphilitic,  65 

in  animals,  1 1 

interstitial,  156 

Keratodermie  blenorrhagique,  49 
Kharsivan,  112 

Kidneys,  the,  in  mercurial  poison- 
ing, 124 

syphilis  of,  86 
Koph'k's  spots,  37 
Kraurosis  vulvsp,  6,  51,  67 

Labia,  chancre  of  the,  22 
Lardaceous  disease  in  syphilis,  83 

of  the  kidney,  87 

of  the  liver,  83 
Larynx,  the,  cancer  of,  71 

salvarsan  ulceration  of,  117 

syphilis  of,  71 

tuberculosis  of,  71 
Law,  Colles's,  148 

Diday's,  149 

Prof  eta's,  148 
Leprosy,  and  syphilis,  43-44,  74 

diagnosis,  2 

Leukomelanodermia,  39-40 
Leukoplakia  (Figs.  30,  31),   6,  51, 

66-69 
Lichen  planus,  30,  41,  51 

of  the  mouth,  67 
Limbs,  chancre  of  the,  26 
Lips,  chancre  of  the  (Fig.  i),  22 
Liver,  the,  gumma  of,  83 

in  congenital  syphilis  (Fig.  41) ,  167 

in  syphilis,  83 
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Lungs,  the,  in  congenital  syphilis, 

151,  169 
syphilis  of,  84 
Lupus,  43,  57 

and  syphilis  (Fig.  40),  160 
of  the  nose,  66 
Lupus  erythematosus  and  syphilis 

(Fig.  29),  67 

Lymphangitis  in  syphilis,  20 
Lymphatic  glands,  the,  in  chancre 

of  the  anus,  25-26 
in  chancre  of  the  breast,  25 
Pleiades,  27 
satellite,  27 

Macacus,  syphilis  in  the,  1 1 
Macular  recidive,  123 
Measles  simulated  (Fig.  4),  37 
Melaena,  mercurial,  122 
Melanoleukodermia,  39—40 
Meningitis   in    congenital    syphilis 

(Fig.  42),  170 
Mercury  in  syphilis,  118-138 

baths,  134 

depressing  effects  of,  120 

ingestion,  134-136 

insoluble  salts,  126-128 

intramuscular  injections,  126 

intravenous  injection,  125 

inunction,  136-138,  174 

modes  of  administration,  118 

plasters,  133 

soluble  salts,  126-128 

toxic  effects  of,  120 

vaporisation  treatment,  132 
Mercury  salts  for  treatment — 

benzoate,  128,  130 

biniodide,  131 

cacodylate,  129,  132 

calomel,  104 

collosol  mercury,  104 

cyanide,  126 

gray  oil,  104 

gray  powder,  174 

iodide,  130 

lactate,  132 

metallic,  129,  133 

oxide,  129 

oxy  cyanide,  131 

perchloride,  131,  135 

phenate,  130 

proto-iodide,  135 

salicylate,  129 

sozoiodolate,  129 

succinimide,  129,  131 

tannate,  130 
Metchnikoffs  ointment,  12,  26,  180 


Moth-eaten  appearance,  62 
Mouth,  syphilis  of  the,  66-69 
Mouth  washes  in  syphilis,  106 
Mucous  plaques,  41,  50-52 

in  congenital  syphilis,  165 

of  the  larynx,  71 

Muscle,  gumma  of  (Fig.  25),  60,  79 
Myelitis  in  syphilis,  89 

Nails,  the,  syphilis  of,  74,  151,  161 
Nausea,  salvarsan,  114 
Neck,  the,  chancre  of,  25 

syphilis  of,  72 
Necrosis,  mercurial,  122 
Needles,  injection,  103,  127 
Neokharsivan,  112 
Neosalvarsan,  112 
Nephritis,  mercurial,  124 

syphilitic,  86 

Nerves,  cranial,  the,  syphilis  of,  88 
Nervous  system,  the,  in  congenital 
syphilis,  169 

syphilis  of,  87-90 
"914,"  112 
Nose,  the,  chancre  of,  24 

in  congenital  syphilis,  163 

syphilis  of,  65 
Novarsenobillon,  88 

course  of  treatment  with,  101 

OEdema  in  syphilis,  44 
(Esophagus,  the,  carcinoma  of,  82 

syphilis  of,  81 

Old  Testament,  syphilis  in,  2 
Onychia  and  chancre,  26 

sicca,  74 

syphilitic,  74 

trophic,  74 
Optic  neuritis  in  congenital  syphilis, 

157 

Orchitis,  syphilitic,  85 
Orsudan,  108 
Osteitis  deformans,  164 
Otitis  media  in  congenital  syphilis, 

158 

syphilitic,  72 
Ovary,  the,  gumma  of,  86 

Paget's  disease  and  syphilis,  25 
Palate,  perforation  of  the,  160,  166 
Panarteritis,  syphilitic,  80 
Pancreas,  the,  in  congenital  syphilis, 
169 

syphilis  of,  84 
Papules,  erosive,  52 

syphilitic,  53~58 
Parasyphilis,  6,  67 
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Paresis,  syphilitic,  88 

Paroxysmal     haemoglobinuria      in 

syphilis,  77,  159 
Parrot's  nodes,  162 
Pediculosis  and  multiple  chancres,  16 
Pelade,  62 
Pemphigus,  hereditary,  153 

neonatorum,  150 

streptococcal  infantile,  153 

syphilitic,  58 

vegetans,  44 
Penis,  bell-clapper,  21 

chancre  of  the,  21 

gumma  of  (Fig.  24),  13,  20 
Periosteum,  gumma  of,  60 
Periostitis,  syphilitic,  78 
Phagedaena,  syphilitic  (Fig.  24),  16, 28 
Phimosis  from  chancre,  21 
Phosphoric  acid  in  syphilis,  144 
Photophobia  in  syphilis,  64 
Pigmentation  in  syphilis,  39—40 

nigricans,  44 
Pityriasis  rosea,  32,  47-48 

rubra,  49,  115 

Plaque  primitive  in  pityriasis,  47 
Plaques,  mucous,  41,  50-52,  71,  165 
Plasma  cells  in  chancres,  17 

in  syphilis  (Fig.  3),  34,  80,  139 

in  yaws,  59 
Pleiades  glands,  27 
Plummer's  pill,  135 
Pneumonia,  white,  84,  151,  169 
Poikilocytosis  in  syphilis,  77 
Point  of  exclamation  stumps,  62 
Poisoning,  arsenical,  113-117 

mercurial,  120 
Polymorphism  in  syphilis  (Fig.  13), 

30-31,  48,  152 
Potassium  iodide,  drawbacks,  140 

idiosyncrasy  to,  141 

in  high  blood-pressure,  Si 

in  leukoplakia,  68 

use  of,  29,  139-142 
Pregnancy  and  syphilis,  146 
Prepuce,  chancre  of  the,  21 
Primary  period,  4 
Primary  sore,  prevention  of,  12 
Profeta's  law,  148 
Prophylaxis  of  syphilis,  179-181 
Prostate,  the,  syphilis  of,  87 
Prostitution  and  syphilis,  176 
Pseudo-chancre,  13 
Pseudo-paralysis,  syphilitic,  164 
Pseudo-psorosperms  in  Paget's  dis- 
ease, 25 
Psoriasis,  30,  31 

and  syphilis  (Figs.  30,  36),  45-47 


Psoriasis — continued 

buccal,  67 

lingual,  67 

of  the  hands  and  feet,  73 

rupioides,  49 

Publicity  and  syphilis,  179 
Pyrexia  in  syphilis,  76 

Rabbits,  syphilis  in,  u 
Rashes,  syphilitic,  see  Skin  eruptions 
Recklinghausen's  disease  and  syphi- 
lis, 40 

Rectum,  the,  syphilis  of,  82 
Regimen  in  syphilis,  97 
Retinitis  pigmentosa,  157 

syphilitic,  64 

Rhagades  (Fig.  19),  49,  155 
Rheumatism  and  syphilis,  78 
Romans,  syphilis  among  the,  3 
Roseola,  early  (Fig.  4),  37 

late,  38 

macular  recidive,  38 

urticarial  (Fig.  4),  37 
Rosette  chancre,  15 
Rupia,  syphilitic  (Figs.  20,  23),  55 

Sajodin,  142 

Salivation,  mercurial,  120 

Salvarsan,  108 

dangers,  113-117 

reaction,  183 
Sarcoma  and  gumma,  61 
Satellite  glands,  27 
Scabies,  diagnosis  of,  19 
Scalp,  syphilis  of  the,  62 
Scars,  pigmented  (Fig.  17),  56 
Seborrhoeic  dermatitis,  154 

and  syphilis,  48 
Secondary  syphilis,  4,  30-61 
Septic  lesions,  diagnosis  of ,  19 
Serum  therapy  in  syphilis,  1 1 
Sesame  oil,  109 
"  606,"  1 08 
Skin  eruptions,  acneiform,  54 

and  lupus,  43 

arsenical  114 

bouquet,  42 

bullous,  58,  153 

circulate,  42 

circinate  condyloma,  52 

classification  of,  35 

cockade  (Fig.  14),  42^ 

colour,  31 

concentric,  42 

configuration  (Fig.  2),  31 

corymbose  (Fig.  13),  42 

course,  32-33 
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Skin  eruptions — continued 
diffuse  syphiloma,  43 
distribution,  31 
ecthymatous,  55 
eczematoid  (Fig.  30),  48 
erosive  papules,  52 
erythematous  toxic,  154 
exfoliative,  49 
follicular  (Fig.  12),  41,  42 
framboesioid  (Fig.  14),  58-59 
granular,  41,  42 
grouped,  42 
gummas,  37 
gummatous,  59-61 
gyrate  (Figs.  22,  34),  54 
hyperkeratotic,  49 
hypertrophic,  51 
impetiginous,  54 
in  congenital  syphilis,  151-155 
induration,  31 
lenticular  (Figs.  8,  10),  41 
lichenoid  (Figs.  9-11),  41 
macular  (Figs.  4-6,  13),  35 
macular  pigmentary  (Fig.  7),  39 
malignant  gangrenous,  56 
mercurial,  123 
miliary,  41 

nodular  (Figs.  2, 15-17,  34,  35),  42 
papular  (Fig.  10),  32,  36,  41-59 
papulo-erosive,  50 
papulo-pustulo-ulcerous,  55 
papulo-squamous  (Figs.  30,  38), 44 
papulo-ulcerous,  55 
pathogenesis,  33 
pemphigoid,  58 
pigmentary,  33 
pigmentary  nigricans,  44 
pityriasiform,  47-48 
potassium  iodide,  140-141 
psoriasiform  (Fig.  40),  45-47 
punctate,  41,  42 
purpuric,  44 
purpuric  ulcerous,  58 
pustular,  54 
recurrent,  38 
roseolar  (Fig.  4),  37-39 
rosette,  42 

rupial  (Figs.  20,  23),  55 
scaly,  45-47 
seborrhceic,  48 
secondary,  30-61 
septic  infantile,  154 
symptoms,  32 
tertiary,  30-61 
Treponema  in,  32 
ulcerative  (Fig.  35),  55-58 
urticarial  (Fig.  4),  37 

13 


Skin  eruptions — continued 

varicelliform  (Fig.  21),  53 

varioliform  (Fig.  22),  53 

vesicular,  53-54 
Skull,  hot-cross-bun,  162 

necrosis  of,  63,  65,  162 
Small-pox  imitated,  53 
Smegma  bacillus,  7 
Snail-track  ulcers,  70 
Snuffles,  syphilitic,  65,  151 
Soamin,  108 
Soft  sore,  18 

Spermatic  cord  in  syphilis,  85 
Spirillum  dentium,  9 

Vincenti,  10 
Spirochaeta  buccalis,  9 

refringens,  9 
Spleen,  the,  in  congenital  syphilis,  1 68 

in  salvarsan  treatment,  117 

syphilis  of,  87 
Sporozoites    of    Treponema    palli- 

dum,  ic* 

Stomach,  the,  syphilis  of,  82 
Stomatitis,  mercurial,  50-51,  121 

salvarsan,  117 
Strychnine,  144 

Sulphur  waters  in  syphilis,  123,  142 
Suppositories,  mercurial,  134 

treatment  by,  113 
Suprarenal  glands,  the,  in  congeni- 
tal syphilis,  168 
Synechiae,  syphilitic,  64 
Synovitis  in  syphilis,  78 
Syphilide,  see  Skin  eruptions 
Syphilis,  anaemia  in,  77 

and  the  public  health,  175-181 

binary,  148 

clinical  description,  14-29 

congenital,  see  Syphilis,  congenital 

definition,  I 

delayed  congenital,  160 

early  and  late,  5 

etiology,  7-13 

fever  in,  76 

general  description,  4-6 

habits  in,  90-91 

haemoglobinuria  in,  77 

hereditary,  see  Syphilis,  congenital 

history,  1-6 

improved    by    intercurrent    dis- 
ease, 33 

incubation  period,  4,  14 

late,  5 

maternal  transmission  of,  149 

mental  depression  in,  77 

mixed  transmission  of,  149 

of  the  bladder,  87 
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Syphilis — continued 
of  the  bones,  78 
of  the  brain,  89-90 
of  the  bronchi,  84 
of  the  cranial  nerves,  88 
of  the  eyelid,  23 
of  the  joints,  78 
of  the  lip,  22 
of  the  muscles,  79 
of  the  nervous  system,  87-90 
of  the  pancreas,  84 
of  the  prostate,  87 
of  the  spleen,  87 
of  the  tongue,  23 
of  the  vessels,  79-81 
pain  in,  140 

paternal  transmission  of,  147 
post-conceptional,  145 
prevention  of  infection  in,  12, 

179-181 

prognosis  in,  90 
reinfection  in,  13 
secondary,  30—61 
tertiary,  30-61,  79 
transmission  to  foetus,  146 
transmission  to  third  generation, 

171 

visceral,  76-91 
Syphilis,  congenital  or  hereditary, 

145-174 

clinical  symptoms,  150-159 

delayed,  160 

local  affections  in,  161-172 

pathology,  171 

prevention,  172    . 

prognosis,  172 

skin  eruptions  in,  151-155 

treatment,  173-174 

visceral  affections  in  (Fig.4i),  161- 

172 

Syphilis  d'emblee,  16 
Syphiloma,  diffuse  (Fig.  18),  43 
Syringes,  injection,  104 
Syringomyelia  and  syphilis,  74 

Tabes  dorsalis  in  syphilis,  64,  89 
Teeth  in  syphilis,  98,  107,  121 

Hutchinsonian,  166 
Tendons,  the,  syphilis  of,  79 
Tertiary  syphilis,  5,  30-61 
Testis,  the,  in   congenital  syphilis, 

159 

syphilis  of  (Fig.  32),  84-86 

tuberculosis  of,  85 
Throat,  the,  syphilis  of  (Fig.  33),  70 
Tibia,  sabre,  163 
Tinnitus  in  syphilis,  72 


Tobacco  and  leukoplakia,  67 

in  syphilis,  99 
Tongue,  the,  chancre  of   (Fig.   i), 

23 

gumma  of  (Figs,  i,  31),  69 

leukoplakia  (Fig.  30),  6,  51,  60-69 

psoriasis  of,  67 

tuberculosis  of,  69 
Tonics  in  syphilis,  106,  144 
Tonsil,  the,  chancre  of,  24 
Treatment  of  syphilis,  97-144 

arsenical,  108-117 

general,  97-107 

mercurial,  118-138 

other  drugs,  139-144 

regimen,  97 
Tremor,  mercurial,  124 
Treponema  pallidum,  7-11 

demonstration  of,  8 

flagella  of,  7 

in  the  tissues,  8 

inoculation  in  animals,  n 

life-history,  10 

presence  of,  32 

serum  therapy,  n 

sporozoites,  10 

staining  reactions,  9 
Trunk,  the,  chancre  of,  25 
Tuberculosis  of  the  testis,  85 

of  the  tongue,  69 
Typhose  syphilitique,  77 

Ulcers,  dental,  and  syphilis,  24 

gastric  syphilitic,  82 

primary  syphilitic,  16 

secondary  syphilitic,  55-58 

snail-track,  70 

tuberculous,     and     syphilis,    24, 

61 

Urethra,  the,  chancre  of,  21 
Uriage  treatment,  138 

water,  142 
Urticaria,  mercurial,  123 

salvarsan,  114 

Syphilitic  (Fig.  4),  37 

Vasa    vasorum,    the,    syphilis    of, 

80 
Veins,  injections  into,  102 

syphilis  of,  80 
Vincent's  spirillum,  10 
Viscera,  the,  syphilis  of,  76-91 
Vitiligo,  40 

Vomiting,  salvarsan,  114 
Vulva,  the,  herpes  of,  51 

Warts,  syphilitic,  51 
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Wash-leather  aspect  in    pityriasis 

rosea,  47 
Wassermann  reaction,  the,  92-96 

as  a  guide  to  treatment,  94-95 

in  congenital  syphilis,  94,  174 

latent,  93 

literature  of,  96 

method  of  recording,  95 

negative  results,  93 

of  cerebro-spinal  fluid,  93 

repetition  of,  106-107 


continued 


Wassermann  reaction- 
value,  92 

Wasting,  infantile,  and  syphilis,i5i 
Weight  in  syphilis,  99 
Wiesbaden  waters,  142 

X-ray  examination  in  syphilis  of 

the  ossophagus,  81 
X-ray  treatment,  52,  73 
in  leukoplakia,  68 

Yaws  (Fig.  14),  58-59 
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